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EDITOR'S  NOTICE 


In  presenting  the  second  volume  of  the  Transactions 
of  The  American  Urological  Association  to  the  pro- 
fession the  editor  is  unwilHngly  compelled  to  announce 
that  the  address  of  the  President  has,  at  his  own  re- 
quest, been  omitted.  Illness  prevented  Dr.  Young 
from  revising  the  proof  of  his  address,  which  was 
delivered  extemporaneously  at  the  meeting  and  in  its 
original  garb,  as  presented  by  the  stenographer,  was 
entirely  unsatisfactory  to  its  author.  It  has  therefore 
been  eliminated  from  the  volume  at  the  express 
desire  of  the  President. 

Charles  Greene  Cumston. 
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NEW  GROWTHS  OF  THE  URETHRA. 


ERNEST  G.  MARK, 
KANSAS  CITY,  MO. 


Tumors.  New  growths  of  the  urethra,  with  the 
possible  exception  of  the  vascular  polypi,  or  caruncles 
found  in  the  female  urethra,  are  comparatively  rare. 
Papillomata,  both  sessile  and  pediculated,  fibrous, 
fibro-myomatous,  fibro-myxomatous,  and  vascular 
polypi,  cysts  of  Cowper's  glands  and  of  the  prostatic 
utricle,  carcinomata  and  sarcomata  occur  in  fre- 
quency in  about  the  order  mentioned: — 

(A)  Papillomata.  The  site  of  predilection  of  the 
most  common  form  of  urethral  new  growth  is  at  or 
in  the  neighborhood  of  the  external  meatus,  though 
papillomata  have  been  found  throughout  the  entire 
extent  of  the  urethra  and  may  even  invade  the 
bladder.  Oberlander,  Desgueir  (Soc.  Beige  de  Chir. 
Dec.  28th,  1896) ,  and  Reboul  (Assoc. Franc.  d'Urologie, 
1896)  report  cases  of  this  character. 

For  the  first  description  of  papillomata  of  the 
deeper  portions  of  the  urethra  we  are  indebted  to 
Vajda  (Wiener  Medic.  Wochenschrift,  1882).  Similar 
cases  are  cited  by  him,  the  reports  emanating  from 
Morgagni,  Rokitansky,  Hunter,  Tamossky,  Dittel 
and  others.     Since  that  time  there  have  been  numer- 
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ous  cases  reported  by  various  observers,  notably 
Rosenthal, '  Kollmann  and  Oberlander  in  Germany, 
and  Klotz  in  this  country. 

While  recognizing  the    fact    that   urethral    papil- 
lomata  are  not   invariably  preceded    by  a    chronic 
urethritis,  Oberlander  (Sajous's  Annual,  1888,  II,  212, 
from  "Vierteljahresschrift  fiir  Derm,  und  Syph.")  has 
described    a    form    of    papillary    overgrowth,    "ure- 
thritis papillomatosa,"  which  takes  place  upon  the 
areas    of    infiltration    found    in    chronic    urethritis. 
Bruggs  (Gaz.  Hebd.  de  Montpelier,  1890,  no.  5,  page 
58)     reports    a  characteristic    case  of   this    form  of 
urethritis.     It   may   be   stated   as   practically   axio- 
matic that  those  papillomata  which  originate  back  of 
the   navicular    fossa    arise    from   but   two   causes, — 
chronic  gonorrhea    and    syphilis.      Legueu's    investi- 
gations (Trait  e  de  Chirurgie,  tome  9)  bear  out  this 
contention,  and  Hall6  and  Wassermann  have  given  a 
most  excellent  description  of  those  papillomata  which 
arise  from  the  extreme  degree  of  hard  infiltration, 
while  papillomata  originating  in  the  lesser  degrees  of 
infiltration  have  been  thoroughly  studied  by  Griin- 
feld  (Die    Endoskopie    der    Hamrohre    und    Blase). 
Cases  of  a  similar  character  have  been  reported  by 
numerous    observers,    notably    Bryant    (Med.    Chir. 
Trans,    vol.     76,    page     191),    Klotz    (N.    Y.    Med. 
Jour.  Jan.  26th,  1895),  Goldenburg  (N.  Y.  Med.  Jour. 
Nov.  1898,  page  600),  Eversole  (St.  Louis  PolycHnic, 
Aug.  5th,  1899),  and  Briggs  (Boston  Med.  and  Surg. 
Jour.  Oct.  24th,  1889). 

Endoscopically  considered,  papillomata  present 
themselves  either  singly  or  in  groups,  or  "nests" 
(Rosenthal,  Berliner  Klin.  Wochenschrift,  1884,  no. 
23).  Single  papillomata,  unassociated  with  multiple 
growths  in  other  parts  of  the  urethra,  are  of  extreme 
rarity.  They  are  almost  invariably  found  in  that 
portion  of  the  urethra  lying  between  the  peno-scrotal 
junction  and  the  anterior    layer   of    the    triangular 
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ligament,  apparently  springing  from  isolated  papillae. 
According  to  Henle  (Handbuch  der'  Systemat. 
Anatomic,  vol.  2,  page  433)  papillae  in  the  male 
urethra  are  particularly  abundant  in  the  region  cov- 
ered with  stratified  pavement  epithelium,  an  extent 
of  from  one  to  four  centimeters  from  the  meatus. 
Back  of  this,  single  isolated  papillae  are  found,  and  it 
is  from  these  scattered  papillae  that  the  single  papil- 
lomata  arise. 

Multiple  papillomata  practically  always  originate  at, 
or  in  the  neighborhood  of,  the  external  meatus  and  are 
usually  associated  with  similar  papillary  exuberances 
on  the  glans  and  prepuce  in  the  male  and  vulva  in 
the  female.  They  have  a  tendency  to  extend  along 
the  inferior  wall,  though  no  part  of  the  urethral  cir- 
cumference is  exempt,  and  the  entire  extent  of  the 
urethra  may  be  invaded. 

Through  the  urethroscope  papillomata  have  the 
appearance  of  roughened  warty  excrescences  of  a 
glistening  pale  pink  color.  They  resemble  closely  the 
verrucae  acuminata,  exhibiting  the  same  differences 
in  shape  and  extent.  In  the  grouped,  or  "nested," 
papillomata,  the  base  of  the  growth  is  broader  than 
in  the  single  isolated  growth.  The  latter  occasionally 
appear  as  thin  delicate  fibrillae.  Both  forms  are 
usually  found  when  the  growths  invade  the  urethra 
to  any  extent. 

The  urethroscopic  appearance  of  these  growths  is 
so  typical  that  it  is  hardly  possible  for  a  mistake  in 
diagnosis  to  occur.  The  fact  that  they  are  readily 
rubbed  off  their  site  of  attachment  leaving  a  freely 
bleeding  base  makes  the  diagnosis  certain. 

In  the  urethroscopic  examination  of  papillomata, 
the  readiness  with  which  they  may  be  separated 
from  their  site  of  attachment  and  the  tendency  of 
any  laceration  of  these  growths  to  produce  hemor- 
rhage which  will  make  the  diagnosis  difficult  must 
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be  kept  in  mind.  In  the  accurate  diagnosis  of  the 
presence  and  extent  of  urethral  papillomata,  air- 
inflation  urethroscopy  is  absolutely  essential.  By 
means  of  air-infiation  the  tendency  to  tearing  the 
growths  is  reduced  to  a  minimum  and  their  character 
and  extent  may  be  easily  determined. 

(B)  Polypi.  The  term  polyp  as  appHed  to  certain 
new  growths  in  the  urethra  has  been  so  varied  in  its 
application  as  to  cause  much  confusion  in  the  classi- 
fication of  tumors  of  the  urethra.  Legueu  (loc.  cit.), 
Janet  ("Cinq  Cas  de  Polypes  Uretraux,"  Assoc.  Franc. 
d'Urologie,  2d  session,  Comptes  rendus,  Paris,  1898, 
page  402)  and  others  have  included  papillomata  in 
their  classification  of  polypi,  serving  further  to  con- 
fuse the  literature.  Janet  divides  polypi  into  two 
classes,  (1)  wormlike,  single  growths  found  in  the 
region  of  the  bulb,  and  (2)  papillomatous,  sessile 
growths  disseminated  throughout  the  urethra.  The 
inclusion  of  the  latter  under  the  head  of  polypi  seems 
to  us  to  be  manifestly  incorrect. 

In  order  to  obviate  this  confusion  in  classification 
we  consider  it  more  logical  to  include  under  the 
clinical  term  of  polypi  those  growths  which  resemble 
clinically  the  tumors  found  elsewhere  which  have 
been  consistently  classified  as  polyps.  Under  this 
heading  come  fibromata,  fibro-myxomata,  fibro-myo- 
mata,  and  vascular  polypi, — the  caruncles  of  the 
female  urethra.  Fibromata  are  rare,  and  true  myxo- 
mata  are  never  found.  We  do  not  include  under  the 
heading  of  polypi  those  glandular  hypertrophies  occur- 
ring as  an  accompaniment  of  chronic  gonorrheal  ure- 
thritis. They  have  been  classified  as  polypi  by 
several  authors,  notably  Legueu,  who  considers  them 
to  be  the  purest  type  of  polyp,  and  insists  upon  their 
constant  pediculation. 

(A)  Vascular  Polypi.  Vascular  polypi,  to  which 
the  terms  urethral  caruncles   and   angiomata  have 
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been  applied,  are  found  with  great  constancy  in  the 
female  urethra  but  are  exceptionally  rare  in  the  male, 
only  a  few  instances  being  recorded. 

According  to  Pozzi,  this  form  of  urethral  new 
growi;h  in  the  female  results  from  the  retention  of 
erectile  tissue  which  normally  belongs  to  the  male, 
and  their  growth  is  dependent  upon  some  local  irri- 
tation. The  growth  is  composed  of  dilated  capil- 
laries intermixed  with  connective  tissue  and  has  a 
covering  of  stratified  epithelium.  It  has  a  plentiful 
nerve  supply.  The  vascular  polyp  must  not  be  con- 
founded with  the  varices  occurring  in  the  female 
urethra,  from  which  they  differ  both  histologically 
and  clinically. 

They  are  found  most  commonly  at  the  middle 
period  of  life,  though  Giraldes  observed  a  case  in  an 
infant  of  three  years  and  Trelat  has  operated  for 
this  condition  on  a  woman  of  seventy-five  years. 

In  the  female  they  present  themselves,  as  a  rule, 
at  the  meatus  externus  or  just  within  the  urethra  on 
the  floor.  In  the  cases  recorded  as  occurring  in  the 
male,  the  polyps  were  found  just  within  the  meatus 
or  in  the  navicular  fossa,  and  resembled  in  all  clinical 
peculiarities  the  caruncles  found  in  the  female. 

They  appear  as  bright-red,  succulent-looking 
growths,  having  a  distinct  pedicle,  and  are  exqtiisi- 
tively  sensitive.  While  ordinarily  single,  they  are 
very  often  multiple. 

The  urethroscope  is  seldom  called  upon  in  the 
diagnosis  of  vascular  polypi,  on  account  of  their 
location.  Their  extreme  sensitiveness  combined  with 
their  bright-red  appearance  serves  to  differentiate 
them  from  the  other  forms  of  urethral  polypi. 

(B)  Fibromata,  Fihro-myxomata,  and  Fibro-myo- 
mata.  These  three  varieties  of  urethral  new  growth 
resemble  each  other  so  closely  clinically  that  it  is 
practically  impossible  to  make  a  differential  diag- 
nosis until  the  tumors  are  examined  histologically. 
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On  account  of  their  lack  of  clinical  individuality  we 
shall  consider  them  collectively.  True  fibromata  are 
extremely  rare,  the  mixed  types,  fibro-myxomata  and 
fibro-myomata,  being  most  commonly  found.  They 
present  themselves,  as  a  rule,  in  the  adult  female, 
Legueu  absolutely  excluding  their  presence  in  the 
male,  though  this  stand  is  refuted  by  numerous 
observ'ers. 

The  fibro-myxomata  develop  in  areas  of  infiltra- 
tion, usually  the  result  of  chronic  urethritis.  Fibro- 
myomata  develop  at  the  expense  of  the  fibro-muscular 
elements,  and  in  their  incipiency  are  not  intra- 
urethral  grow'ths,  but  in  the  course  of  their  develop- 
ment project  into  the  urethral  lumen.  (Dubar,  Notes 
sur  un  Volumineux  Polype  de  I'Uretre  chez  la  Femme. 
Bull.  Med.  du  Nord,  tome  28,  page  451.) 

In  the  male  the  mixed  forms  have  been  reported 
by  various  observers  as  occurring  in  the  different 
anatomical  divisions  of  the  canal,  the  bulbous  por- 
tion seeming  to  be  the  most  common  site.  The 
predilection  of  these  polypi  for  this  location  is  borne 
out  by  the  observations  of  Janet,  Klotz,  and  others, 
and  is  in  accord  with  our  own  clinical  experience. 
Klotz  reports  one  case  as  springing  from  the  mem- 
branous urethra,  a  most  unusual  location.  Well 
authenticated  observations  of  true  fibromata  occurring 
in  the  male  urethra  are  exceptionally  rare,  and  in  all 
of  the  reported  instances  the  growths  were  located 
in  the  prostatic  urethra  and  had  their  site  of  attach- 
ment in  the  immediate  neighborhood  of  the  ejacula- 
tory  ducts.  They  are  almosc  invariably  single.  We 
have  observed  postmortem  a  case  of  multiple  fibro- 
mata in  the  prostatic  portion  of  the  canal.  In  this 
case  there  were  six  distinct  polypi  scattered  over  the 
inferior  wall  and  sides  of  the  prostatic  urethra. 

In  the  female,  as  in  the  male,  the  growi;hs  may 
spring  from  any  point  in  the  urethra  and  on  account 
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of  their  pediculation,  which  is  sometimes  extreme, 
may  present  at  the  external  meatus,  though  their  site 
of  attachment  may  be  a  considerable  distance  within 
the  urethra.  Their  point  of  origin  is  usually  at  the 
level  of  the  posterior  wall  in  the  urethro-vaginal 
partition. 

Endoscopically,  these  growths  appear  as  smooth 
rounded  polypi  having  a  distinct  pedicle  or  stem, 
the  pedunculation  being  more  pronounced  in  the  fibro- 
myxomata  and  fibromata.  The  gro^^^h  has  a  ten- 
dency to  stand  out  fairly  prominently,  exhibiting  a 
stiffness,  as  it  were,  of  the  pedicle. 

Normally,  the  color  varies.  In  the  fibro-myomata 
it  is  practically  the  same  as  that  of  the  surrounding 
healthy  mucosa.  In  the  fibromata  and  fibro-myxo- 
mata,  the  coloring  is  paler,  almost  sclerotic  in  the 
latter.  In  the  diagnosis  of  these  growths  their  pos- 
sible malignancy  must  be  taken  into  consideration. 
Both  sarcomata  and  carcinomata  may  present  as 
pedunculated  growths,  and  the  possibility  of  malignant 
transformation  of  essentially  benign  growths  must 
not  be  overlooked.  Youpet,  in  examining  Schwartz's 
case  (Sem.  Med.  1889)  found  in  the  centre  of  the 
polyp  a  transitional  change  towards  malignancy. 

In  his  work  (Die  Endoskopie  der  Harnrohre  und 
Blase)  Griinfeld  has  noted  a  difficulty  in  recognizing 
the  larger  wormlike  polypi  on  account  of  the  growths 
falling  closely  against  the  walls  on  the  withdrawal 
of  the  urethroscope  and  simulating  the  natural  folds. 
To  prevent  this,  he  has  suggested  that  the  urethra 
be  inspected  while  inserting  the  urethroscope,  thus 
unrolHng  the  growth  into  the  lumen  of  the  tube. 
We  cannot  conceive  the  possibility  of  such  an 
error  in  diagnosis  at  the  hands  of  a  skilled  and  care- 
ful urethroscopist,  and  even  admitting  the  possi- 
bility in  ordinary  urethroscopy,  such  an  error 
could  not  arise  by  the  use  of  air-inflation.  We 
cannot    commend    the    procedure    recommended    by 
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Griinfeld  on  account  of  its  being  so  productive  of 
trauma. 

Varices.  The  occurrence  of  varices  in  the  female 
urethra  is  not  uncommon,  but  their  existence  in  the 
male  urethra  is  exceptionally  rare.  Probably  the  best 
authenticated  case  reported  is  by  Klotz,  of  New  York 
(N.  Y.  Med.  Jour.  Jan.  26th,  1895).  In  Klotz's 
case  the  tumor  was  found  in  the  mid-pendulous  por- 
tion on  the  left  side  of  the  urethra.  His  description 
follows: — 

"The  protruding  portion  of  the  mucous  membrane 
was  found  to  be  of  a  smooth  surface  and  a  dark 
bluish  color,  of  the  shape  and  size  of  a  coffee  bean, 
sharply  defined  at  the  base  from  the  dark  pink  surround- 
ing portions.  The  tumor  was  soft  and  easily  yielded 
to  the  pressure  of  the  tube,  although  on  introduction 
it  seemed  to  offer  a  slight  resistance.  On  close 
inspection  within  the  tumor  a  number  of  separate 
cords  separated  by  yellowish  wide  lines  resembling 
the  rings  of  a  coil  could  be  distinguished,  apparently 
representing  dilated  blood-vessels,  and  imparting  to 
the  whole  mass  the  character  of  a  cavernous  angioma." 

Varices  of  the  female  urethra  usually  present  at  or 
immediately  behind  the  meatus  externus.  They  may 
attain  a  relatively  large  size.  On  account  of  their 
accessibility  and  their  hemorrhoidal  appearance,  their 
urethroscopic  description  is  unnecessary. 

Cyst  of  the  Prostatic  Utricle.  The  occurrence  of 
utricular  cyst  in  the  adult  is  extremely  rare.  Eng- 
lisch,  in  seventy  autopsies  on  new-born  infants, 
found  this  condition  five  times,  and  Cabot  (Trans. 
Amer.  Assn.  G.  U.  Surgeons,  20th  Annual  Meeting, 
1906,  vol.  1,  page  101)  concludes  from  his  investiga- 
tions that  it  is  practically  never  found  in  the  adult. 
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A  few  instances  have,  however,  been  reported  in 
which  the  cyst  has  been  observed  urethroscopically. 
Klotz's  case  ("Endoscopic  Studies,"  N.  Y.  Med.  Jour, 
Jan.  26,  1895)  appears  to  be  well  authenticated  by  its 
clinical  description,  though  he  hesitates  to  report  it 
unequivocally  as  an  utricular  cyst. 

In  the  few  reported  cases  observed  through  the 
urethroscope  the  existence  of  the  cyst  has  in  every 
instance  been  traceable  to  the  infiltration  of  chronic 
urethritis,  occluding  what  was  presumably  originally 
a  prostatic  utricle  of  very  small  dimensions. 

Urethroscopically,  such  a  cyst  has  the  peculiar 
bluish- white,  translucent  appearance  of  similar  cysts 
of  Littre's  glands  but  attains  a  size  proportionately 
larger.  Its  diagnosis  is  dependent  upon  its  location 
and  the  existence  of  a  surrounding  zone  of  infiltration. 

Carcinoma.  Primary  carcinoma  of  the  urethra  is 
an  extremely  rare  affection,  especially  so  in  the  male. 
At  different  intervals  various  observers  have  collected 
the  literature  bearing  on  the  subject,  so  that  we  may 
say  that  carcinoma,  while  of  extreme  rarity,  is 
probably  the  most  thoroughly  studied  of  all  of  the 
new  growths  of  the  urethra.  The  combined  investi- 
gations of  latter  day  observers,  notably  Basil  Hall 
(Ann.  of  Surgery,  March,  1904)  and  M.  Hartmann 
(Travaux  de  Chirurgie,  1906)  show  but  twenty-seven 
proven  cases  of  carcinoma  of  the  male  urethra,  and 
thirty-six  in  the  female.  To  these  cases  we  wish  to 
add  two  observations,  one  by  Dr.  Frank  J.  Hall, 
a  squamous-cell  cancer  of  the  female  urethra,  and  the 
other  by  Dr.  J.  Block  and  myself,  a  carcinoma  of 
the  bulbous  urethra. 

The  first  case  reported  is  that  of  Thiaudiere,  in 
1834.  This  case  is  rejected  by  both  Kaufmann  and 
Hall,  though  in  all  probability  the  gro\\'th  was  a 
carcinoma. 

The    first    authentic    case    is    that    reported    by 
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Hutchinson  (Trans.  Path.  Soc.  London,  vol.  13, 
page  167),  in  1861.  Since  that  time  there  have  been 
a  number  of  theses  on  the  subject  by  Thiersch,  Bill- 
roth, Poncet,  Guyon  and  Guiard,  Salzer  and  Grun- 
feld,  Griffith,  Czemy  and  Witzenhausen,  Carcey, 
Beck,  Oberlander,  Albarran,  Hall,  Hartmann  and 
others.  A  full  review  of  the  literature,  which  is 
fairly  voluminous,  would  be  out  of  place  in  this 
paper. 

Practically  all  of  the  reported  cases  were  squamous- 
cell  carcinoma.  Kocher's  case  (Deutsche  Chirurgie, 
1884)  was  partly  a  typical  glandular  carcinoma  and 
partly  a  cylindroma.  The  case  of  Knoll  (Deutsche 
Zeitschrift  fur  Chirurgie,  1906)  was  an  adenocarci- 
noma. 

The  site  of  predilection  of  carcinoma  in  the  male 
urethra  is  in  the  bulbar  portion.  In  the  cases  of 
Thiaudiere,  Hutchinson  and  Buday  the  growth  was 
located  just  posterior  to  the  glans.  In  Billroth's 
case,  the  cancer  began  in  the  mid-pendulous  portion, 
while  in  Griinf eld's  case  the  prostatic  urethra  was 
the  point  of  origin.  Hartmann  is  of  the  opinion 
that  the  tumor  in  Grunf eld's  case  originated  in  the 
prostate  and  that  the  urethra  became  involved  sec- 
ondarily. 

In  the  majority  of  cases  in  the  male,  the  growth 
was  preceded  and  accompanied  by  gonorrheal  stric- 
ture, though  some  cases  presented  no  history  of 
gonorrhea.  Hartmann  thinks,  however,  that  gonor- 
rheal stricture  occurs  with  sufficient  frequency  to  be 
considered  as  a  factor  in  the  etiology. 

Urethrorrhagia  is  considered  by  Beck  to  be  a  fairly 
common  symptom,  though  in  quite  a  considerable 
proportion  of  the  cases  there  was  no  hemorrhage 
from  the  urethra.  In  the  cases  of  Beck,  Guyon  and 
Guiard,  and  Grimfeld,  hemorrhage  was  a  prominent 
symptom.  In  the  case  observed  by  Dr.  Block  and 
myself,  hemorrhage  from  the  meatus  occurring  inde- 
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pendently    of    micturition   was    one    of   the   earliest 
symptoms. 

Carcinoma  of  the  urethra  has  been  observed  but 
three  times  via  the  urethroscope:  by  Griinfeld,  1885, 
Oberlander,  1893,  and  Beck,  1890.  In  Oberlander's 
case  the  diagnosis  was  made  by  means  of  ure- 
throscopy and  later  confirmed.  The  observations  of 
these  three  observers  are  of  such  interest  as  to  justify 
a  detailed  description: — 

Gr'unfeld's  Case.  Urethroscopy  with  a  straight 
tube.  On  inserting  the  tube  to  a  depth  of  twelve 
centimeters,  a  small  polypoid  growth  was  encoun- 
tered, implanted  with  a  short  pedicle.  Four  centi- 
meters farther  back,  a  second  growth,  flattened  in 
shape,  was  found.     Their  color  was  whitish-yellow. 

The  urethral  mucosa  of  the  entire  posterior  urethra 
had  an  abnormal  appearance.  On  inserting  the  tube  to 
the  verumontanum  a  narrow,  horseshoe-shaped  band 
of  congested  mucosa  was  encountered,  having  its  con- 
vexity at  the  right.  The  remainder  of  the  urethro- 
scopic  field  was  filled  by  a  tumor  lying  transversely. 
One-half  of  this  growth  was  of  a  pale-rose  color;  the 
other  half  was  grayish. 

The  surface  of  the  growth,  which  bulged  into  the 
lumen  of  the  tube,  exhibited  a  furrowed  appearance 
with  small  red  excavations.  Dilated  blood  vessels 
were  also  noted.  On  slight  withdrawal  of  the  tube 
a  thin  septum,  running  horizontally,  was  noticed. 
The  mucosa  above  this  septum  was  deeply  livid  and 
bled  at  the  slightest  touch.  Below,  the  mucosa  was 
ulcerated.  By  manipulation  the  tumor  could  be 
raised,  disclosing  the  ulcerated  mucosa.  On  the 
inferior  surface  of  the  tumor,  two  faceted  appearing 
spots  were  observed.     The  growth  was  carcinomatous. 

Oberlander's  Case.  Urethroscopic  tube  number 
twenty-seven  inserted  to  the  extremity  of  the  bulb. 
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In  the  inferior  half  of  the  field  was  seen  a  semilunar 
pale  cicatrix.  The  surrounding  mucosa  was  grayish 
and  sclerotic  looking.  The  entire  extent  of  the 
mucosa,  almost  to  the  region  of  the  navicular  fossa, 
presented  a  similar  sclerotic  appearance,  with  several 
cicatrices.  At  some  points  a  pHcated  appearance  of 
the  mucosa  was  noted.  There  was  a  glandular 
urethritis. 

Behind  and  above  the  semilxmar  cicatrix  a  grow1:h 
was  observed.  By  drawing  the  penis  forward  and 
pushing  in  the  tube  the  growth  could  be  made  to 
present  in  the  lumen  of  the  tube.  The  growth  was 
distinctly  raspberry-like,  being  irregularly  mammil- 
lated  and  presenting  a  bright-red  appearance.  The 
tumor  was  a  squamous-cell  carcinoma. 

In  Beck's  case  the  growth  was  found  in  the  neighbor- 
hood of  a  stricture.  The  tumor  presented  as  a  papil- 
lary prominence  on  the  superior  wall  and  towards 
the  right  side  of  the  urethra.  The  growth  was  a 
freely  bleeding  one.  It  was  a  squamous-cell  carci- 
noma. 

The  value  of  the  urethroscope  in  the  early  diag- 
nosis of  urethral  cancer  cannot  be  overestimated. 
A  review  of  the  literature  relative  to  carcinoma  of 
the  virethra  discloses  the  fact  that  in  the  vast  majority 
of  the  cases  the  growth  had  advanced  to  the  point  of 
urinary  extravasation  and  fistula  before  the  diag- 
nosis was  made.  It  will  be  noted  in  the  record  of  the 
twenty-one  microscopically  confirmed  cases  recorded 
by  Basil  Hall,  that  the  case  of  Oberlander  is  the 
only  one  in  which  the  growth  had  not  recurred  within 
one  year  from  the  first  operation.  In  Oberlander' s 
case  there  was  no  recurrence  twenty-one  months  after 
an  operation  which  was  fairly  conservative. — a  resec- 
tion of  the  urethra.  Beck's  case  was  lost  sight  of. 
In  Carcey's  case,  in  which  total  emasculation  was 
done,  there  was  no  recurrence  in  ten  months,  and 
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in  one  of  Montgomery's  cases  there  was  no  recur- 
rence four  months  subsequent  to  an  amputation  of 
the  penis.  In  all  of  the  other  cases,  recurrence  was 
noted  within  six  months. 

While  from  the  standpoint  of  urethroscopy  we  have 
but  meagre  data  at  our  command  on  which  to  base  a 
diagnosis,  we  may  safely  consider  any  easily-bleed- 
ing, f ungating  or  raspberry-like  growth  in  the  urethra 
of  a  man  who  has  attained  the  age  of  forty  years  to 
be  under  suspicion.  A  small  piece  removed  via  the 
urethroscope  is  sufficient  for  the  purpose  of  an  exact 
microscopic  diagnosis.  Under  such  diagnosis,  early 
operation  is  possible  with  a  proportionately  more 
favorable  diagnosis. 

Sarcoma  of  the  Urethra.  Of  all  new  growths  found 
in  the  urethra,  sarcoma  is  most  uncommon,  there 
being  but  few  a  reported  instances.  To  Honing 
(Berlin  Klin.  Wochenschrift,  1869,  page  55)  belongs 
the  credit  for  the  first  reported  case.  Rizzoli  (Jour, 
de  Med.  de  Bruxelles,  1875),  Tillaux  (Annals  de 
Gyndcologie,  1889),  Buttner  (Zeitschrift  fiir  Geb.  und 
Gynaek,  Bd.  18,  page  122),  Ehrendorfer  (Central- 
blatt  fiir  Gynaek,  1892),  Lejars  (Legons  de  Chirurgie), 
and  Albarran  have  all  reported  well  authenticated 
cases  of  fibro-sarcoma.  Hall  and  Frick  (Jour.  A.  M. 
A.  June  23,  1906)  record  a  case  of  melanotic  sarcoma 
which  they  assume  from  the  postmortem  findings 
must  have  originated  in  the  urethra.  The  case  is 
unique,  but  the  clinical  evidence  is  well  supported. 

Legueu  makes  the  statement,  based  on  his  investi- 
gations, that  sarcoma  occurs  exclusively  in  the  adult 
female.  In  the  case  reported  by  Hall  and  Frick  the 
patient  was  a  male,  33  years  of  age. 

Fibro-sarcomata  of  the  urethra  pursue  the  same 
indolent  course  that  characterizes  their  growth  in 
other  parts  of  the  body.  Their  appearance  is  in  no 
way  typical  and  their  clinical  differential  diagnosis 
from  fibromata  is  almost  impossible. 
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On  account  of  their  almost  exclusively  appearing 
in  the  female,  their  large  size  and  the  ready  diag- 
nosis of  their  presence  by  ordinary  methods  or  clinical 
investigation,  the  use  of  the  urethroscope  is  never 
demanded.  We  have  included  mention  of  them  in 
this  paper  merely  for  the  sake  of  completeness. 


URETHRAL   DILATIONS   WITH   PLIABLE   IN- 
STRUMENTS. 


FERD.  C.  VALENTINE,  AND  TERRY  M.  TOWNSEND, 
NEW   YORK,  N.  Y. 


As  one  of  the  broader  objects  of  our  Association 
is  educational,  it  may  be  justifiable  to  occasionally 
present  before  it  a  paper  on  very  elementary  tech- 
nique. Such  a  paper,  if  honored  by  a  discussion, 
becomes  valuable  to  the  general  practitioner.  To 
this  end,  therefore,  we  beg  to  submit  a  result  of  our 
studies  and  experiences.  No  apology  is  offered  for 
the  magisterial  tone  assumed,  because  of  the  advan- 
tage of  brevity  incident  to  that  style. 

Methodical  dilatations  of  the  urethra,  at  regular 
intervals,  may  be  begun  — 

a,  when  the  tightest  stricture  of  a  urethra  has  not 
contracted  below  9  F.,  or 

h,  when  its  cahbre  has  been  increased  to  9  F.  by 
the  use  of  filiforms. 

Instruments.  In  the  conditions  now  under  con- 
sideration woven,  conical,  olivary  bougies  are  the 
instruments  of  choice.  The  most  perfect  are  those 
of  French  manufacture.  It  is  singular  that  all 
attempts  of  American  houses  to  provide  the  profes- 
sion with  serviceable  bougies  have  thus  far  proven 
failures. 

Care  of  bougies.  1.  After  each  using,  hold  the 
bougie  under  running  boiHng  water  to  remove  the 
visible  particles  of  lubricant  and  urethral  secretions. 

2.    Scrub  the  bougie  with  soap  and  hot  water. 
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3.  Boil  it  for  one  minute  in  water  containing 
caustic  soda  15  cc.  {j4  ounce)  to  the  litre.  If  the 
instrument  is  of  the  best  French  make,  it  will  bear 
boiling  several  times. 

4.  Dry  it  with  a  sterile  towel  or  a  piece  of  sterile 
gauze. 

5.  Place  it  in  a  Schering  steriUzer,  exposed  to 
formaline  fumes  for  an  hour. 

6.  Deposit  it  in  a  Janet  case  until  it  is  again 
required. 

Preparation  of  the  operating-table.  The  pillow  of 
the  table  should  be  covered  with  a  fresh  towel  for 
each  patient,  as  should  the  region  upon  which  his 
buttocks  will  rest. 

Position  of  patient.  The  patient  is  placed  upon 
the  table,  with  his  trousers  and  drawers  dropped 
midway  to  his  knees.  The  pillow  is  adjusted  to 
support  the  head  and  neck,  but  not  the  shoulders, 
which  must  rest  flat  upon  the  table. 

The  posterior  shirt-flap  is  drawn  upward  above 
the  buttocks  so  that  they  may  lie  nude  upon  the 
towel  placed  to  receive  them. 

The  anterior  shirt-flap  is  doubled  upward  under 
the  shirt.  A  towel  is  made  to  cover  the  exposed 
abdomen  to  the  penile  root. 

Another  towel  is  placed  across  the  thighs  covering 
the  scrotum. 

The  penis  is  placed  upon  the  last  mentioned  towel. 

Antisepsis  of  the  penis.  Tampons  soaked  in  hot 
solution  of  mercuric  bichloride  (1  to  6,000)  are  used, 
one  each  to  clean  the  following  parts: — 

The  external  surface  of  the  prepuce; 
The  quasi-mucous  lining  of  the  prepuce,  as  it  is 
being  drawn  back; 

The  frenum  and  the  sulci  at  its  sides; 
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The  post-coronary  sulcus  (for  this  region  several 
tampons  may  be  required,  to  remove  inspissated 
smegma) ; 

The  lips  of  the  meatus,  and  as  much  of  the  orifice 
itself  as  can  be  exposed. 

The  scrotum  and  pubic  hairs  may  then  be  covered 
by  a  layer  of  gauze  about  eight  inches  square,  into 
which  a  cut  has  been  made  to  transmit  the  penis. 

Some  patients  have  so  tight  a  preputial  orifice 
that  the  fold  cannot  be  stripped  back.  In  such 
cases  irrigation  of  the  preputial  sac  will  have  to 
take  the  place  of  cleansing  with  tampons.  A  solu- 
tion of  mercuric  bichloride  (1  to  6,000)  may  be  used 
for  this  purpose.  If  the  patient  is  sensitive  to  the 
bichloride  it  may  be  substituted  by  mercuric  oxy- 
cyanide  (1  to  5,000),  except  when  iodine  preparations 
are  being  taken  at  the  time.  In  that  case,  potassic 
permanganate  (1  to  4,000)  may  be  used  for  the  pur- 
pose. 

If  it  is  necessary  to  cleanse  the  preputial  sac  by 
irrigations,  the  same  solution  may  then  also  be  used 
for  irrigating  the  urethra,  before  the  patient  mounts 
the  table. 

If  the  penis  has  been  cleansed  by  tampons,  pre- 
liminary urethral  irrigation  may  be  performed  by 
placing  a  pus-basin  between  the  patient's  thighs, 
while  he  lies  on  the  table. 

After  the  cleansing  described,  the  glans  and  meatus 
may  be  covered  with  a  layer  of  cotton  soaked  in  the 
same  solution  employed  throughout. 

The  operator's  hands  are  then  cleansed  as  for  any 
surgical  intervention. 

Selection  of  the  bougie.  It  must  ever  be  kept  in 
mind  that  the  purpose  of  dilatation  is  not  to  stretch 
the  stricture.  An  instrument  in  the  urethra,  accord- 
ing to  Guyon,  exerts  a  dynamic  influence;  accord- 


30 

ing  to  Oberlander,  it  induces  a  species  of  retrograde 
metamorphosis,  a  reconversion  of  the  fibrillary  tissues 
into  the  original  parvi-cellular  deposit,  permitting  its 
absorption.  Whatever  theory  may  most  appeal  to 
the  operator,  the  fact  remains  that  any  attempt 
to  stretch  a  stricture  entails  more  or  less  injury  to 
the  urethra  at  its  tightest  part.  Such  injury,  how- 
ever sHght,  adds,  in  heaUng,  at  least  one  new  cicatrix 
to  the  scar-tissue  that  forms  the  stricture,  and  thus 
thickens  it.  Therefore,  in  order  to  avoid  increasing 
the  difficulty,  it  is  a  firm  rule  to  insert  tio  instrument 
which  in  any  manner  can  stretch  the  tightest  stricture. 

Experience  has  taught  that  it  is  wise  to  use  instru- 
ments two  numbers  smaller  than  the  tightest  coarcta- 
tion, in  the  cases  now  being  considered.  The  pro- 
priety of  such  a  course  is  well  demonstrated  when  a 
urethra  is  contracted  by  several  strictures  of  differ- 
ent calibres.  If,  for  instance,  three  strictures  are 
present,  one  measuring  9,  the  second  11,  and  the 
third  14  F.,  it  will  be  found  that  when  the  smallest 
stricture  has  been  so  enlarged  that  bougie  11  F. 
passes  easily  and  without  reaction,  the  others  will 
have  increased  in  size  to  12  or  13  and  to  15  or  16  F., 
respectively,  or  even  more.  For  the  reasons  outlined,  it 
is  well  to  begin  the  dilatation  of  a  stricture  measuring 
9  F.  with  a  bougie  no  larger  than  7  F.  at  the  first  seance. 

The  progress  in  the  use  of  bougies  will  be  con- 
sidered later. 

Lubrication  of  the  bougie.  So  long  as  the  smallest 
urethral  coarctation  is  less  in  caHber  than  15  F.  it 
is  well  to  abstain  from  lubricating  the  bougie.  The 
lubricant  is  then  better  injected  into  the  urethra, 
or,  if  using  any  of  the  gelatinous  lubricants, it  maybe 
employed  to  fill  the  meatus.  This  suffices,  in  either 
case,  to  generously  lubricate  the  instrument  in  transit. 

Introduction  of  the  bougie.  For  emphasis  the  rule 
is  here  repeated  that  no  instrument  must  ever  be 
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inserted  into  the  urethra  unless  it  be  at  least  two 
numbers  F.  smaller  than  the  tightest  coarctation  it 
will  have  to  traverse.  It  is  evident  from  this  that 
no  force  beyond  that  necessary  to  guide  the  instru- 
ment must  ever  be  employed  in  its  introduction. 
What  the  necessary  force  is,  cannot  be  described; 
it  can  be  acqtdred  —  and  only  with  experience. 
In  the  course  of  time  the  operator  learns  the  mini- 
mum of  force  with  which  an  instrument  can  be  passed 
in  a  given  case.  Discouraging  as  this  must  appear 
to  the  beginner,  the  discouragement  safeguards  him 
from  producing  injury  that  may  prove  disastrous. 
Close  observance  of  the  technique  assures  security 
and  promises  success.  The  skilled  operator  from 
force  of  habit  unconsciously  follows  the  same 
rules. 

To  introduce  a  bougie  into  the  urethra,  the  penis 
is  taken  in  the  left  hand,  the  tip  of  the  thumb  and 
index  finger  holding  the  glans,  while  the  remaining 
fingers  press  the  organ  against  the  thenar  eminence, 
as  they  rest  upon  the  space  between  the  corpora 
cavernosa  through  which  the  urethra  runs. 

The  bougie  is  then  taken  by  the  right  fingers,  at 
about  two  inches  from  its  tip,  and  held  as  a  pen 
would  be  for  perpendicular  writing.  This  will  give 
the  bougie's  shaft  a  tendency  to  fall  over  the  back 
of  the  right  hand. 

The  penis  and  bougie  so  held,  the  latter  can  be 
easily  inserted  into  the  meatus  and,  if  no  impediment 
presents,  propelled  into  the  urethra  by  merely  extend- 
ing the  right  thumb  and  index  and  middle  fingers. 
If  no  pressure  by  the  hand  or  forearm  is  exercised, 
the  fingers  thus  extended  become  quickly  aware  of 
even  the  slightest  impediment  to  the  instrument's 
progress. 

When  the  finger  tips  touch  the  lips  of  the  meatus, 
their  grasp  on  the  instrument  is  relaxed  and  they 
are  gently  slid  backward  along  the  shaft  to  about 
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half  an  inch  from  the  meatal  lips.  The  thumb  and 
fingers  are  then  contracted  as  before,  while  their  tips 
again  grasp  the  instrument.  They  are  then  made 
to  extend  again  so  as  to  carry  the  bougie  forward 
for  the  distance  gained  by  their  contraction. 

These  movements  are  repeated  until  as  much  of 
the  bougie  has  been  inserted  as  is  necessary  to  trav- 
erse the  smallest  diagnosable  coarctation.  Any  lying 
further  bladderwards  can  be  discovered  only  when 
the  tightest  ascertainable  contracture  has  been  suffi- 
ciently dilated  therefor.  They  then  in  turn  may 
come  into  therapeutic  consideration. 

Obstacles  to  the  bougie's  progress.  The  first  en- 
countered of  these  may  be  a  tight  posterior  botmdary 
of  the  fossa  navicularis.  Its  dilatation,  if  at  all 
accompHshable,  would  entail  undue  loss  of  time;  free 
incision  is,  therefore,  the  remedy.  The  technique  of 
liberating  the  posterior  boundary  of  the  fossa  will 
more  properly  receive  detailed  consideration  in  a 
discussion  of  internal  urethrotomy. 

A  very  wide  lacuna  magna  may  prove  an  obstacle, 
by  catching  the  tip  of  the  bougie  and  so  arresting  its 
progress.  It  may  be  brought  into  view  by  means  of 
the  urethroscope,  and  its  internal  w^all  severed  with 
the  Oberlander  endoscopic  knife. 

Morgagnian  crypts,  much  enlarged,  may  also  catch 
the  bougie's  point  on  its  course  through  the  urethra. 
The  instrument  is  then  slightly  ^^ithdrawn  and  given 
a  somewhat  different  direction,  to  avoid  the  gaping 
crypt.  As  dilatations  progress,  the  crypts  usually 
return  to  their  normal  size;  even  when  they  remain 
large,  the  increased  size  of  the  instruments  used 
renders  the  cr^^pts  exempt  from  intrusion. 

Crescentic  strictures,  which  do  not  completely 
encircle  the  urethral  caliber,  may  shelve  into  its 
lumen  and  impede  the  bougie's  progress.  The  instru- 
ment's withdrawal  and  guidance  along  the  opposite 
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wall  of  the  urethra  will  permit  it  to  pass  such  obstruc- 
tion. 

An  excessively  dry  mucosa,  i.  e.,  one  whose  secre- 
tions are  materially  reduced,  may  cause  the  lubri- 
cant to  be  swept  from  the  bougie  at  its  entrance  and 
render  its  progress  at  least  difficult.  To  overcome 
this  condition  a  catheter  two  sizes  smaller  than  the  one 
contemplated  is  used  to  traverse  the  tightest  stric- 
ture and  through  it  a  liberal  quantity  of  a  fluid 
lubricant  injected.  The  injection  is  continued  as  the 
catheter  is  slowly  withdrawn. 

Abnormal  flabbiness  of  the  urethral  walls  may 
serve  to  check  the  instrument's  progress.  To  over- 
come this  condition  the  urethra  is  filled  as  tensely  as 
possible  with  the  lubricant  and  then  the  glans  pinched 
by  the  left  thumb  and  index  finger  to  prevent  escape 
of  the  contents.  As  the  instrument  is  being  passed, 
the  left  thumb  and  index  fingers  continue  to  press 
the  meatus  closely  to  the  bougie,  allowing  as  little  as 
possible  of  the  lubricant  to  be  forced  from  the 
channel. 

Localized  soft  infiltrations  may  offer  serious  im- 
pediments to  the  progress  of  the  bougie.  Minute 
changes  of  direction  with  very  gentle  pressure,  never 
to  the  extent  of  causing  the  slightest  pain,  will  suffice 
to  overcome  such  obstacles. 

A  urethral  neoplasm,  too  small  and  soft  to  be  per- 
ceived by  external  palpation,  may  arrest  the  gentle 
progress  of  the  bougie.  If  the  site  of  the  growth  is 
accessible  by  means  of  the  urethroscope,  it  may  be 
removed,  otherwise  it  will  necessarily  have  to  be 
treated  as  a  negligible  quantity  until  the  urethra  is 
sufficiently  enlarged  to  permit  its  cauterization  or 
extirpation. 

Distance  of  instrumental  ingression.  In  no  case 
should  the  bougie  enter  the  urethra  further  than 
necessary  to  have  its  full  calibre  traverse  the  tightest 


34 

known  coarctation.  To  go  beyond  would  have  no 
purpose,  but  would  be  a  wanton  exposure  of  the 
normal  urethra  to  such  infection  as  the  bougie  might 
carry  with  it.  The  infectious  material  now  consid- 
ered may  be  from  the  crypts,  glands  and  follicles  not 
dislodged  by  the  preliminary  irrigation,  which  yet 
may  be  pressed  from  their  nidus  by  the  bougie. 
Furthermore,  every  abnormal  coarctation  has  behind 
it  a  region  of  macerated  mucosa  which  may  harbor 
gonococci  and  other  bacteria.  Some  of  these  are 
likely  to  be  taken  up  by  the  bougie  and  carried  back- 
ward to  uninfected  regions. 

Duration  of  stances.  Ordinarily  the  first  bougie 
used  may  be  left  in  situ  for  three  minutes.  Before 
one  half  of  this  period  has  elapsed  the  urethra  will 
ordinarily  no  longer  feel  anything  but  the  presence 
of  the  instrument.  If,  however,  spasm  or  hyper- 
aesthesia  cause  the  bougie  to  produce  pain,  it  must 
be  removed  at  once. 

No  object  will  be  attained,  however,  by  leaving 
the  bougie  in  place  longer  then  the  time  mentioned 
at  the  first  seance,  even  when  no  noteworthy  dis- 
comfort results.  At  each  subsequent  treatment  the 
bougie  may  be  left  in  the  urethra  one  minute  longer 
than  at  the  seance  preceding.  This  rule  is  applicable 
in  the  majority  of  cases;  individual  instances  and  the 
operator's  judgment  must  necessarily  afifect  varia- 
tions of  this  procedure,  when  required. 

Increase  of  size  of  bougies.  If  at  a  first  stance 
bougie  9  F.  passes  smoothly  and  is  not  followed  by 
more  than  one  or  two  painful  urinations,  and  if  no 
copious  urethral  discharge  sets  in,  the  wise  course 
at  the  second  stance  will  be  to  again  pass  the  same 
sized  bougie,  leaving  it  in  situ  for  one  minute.  After 
it  has  so  remained  it  may  be  removed  and  a  bougie 
10  F.  inserted  and  left  in  place  for  three  minutes.     This 
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procedure  may  be  repeated  at  subsequent  stances 
with  the  same  increase  in  size  and  duration.  For 
precision  the  rising  scale  is  expressed  in  the  follow- 
ing table,  which  conveys  a  general  working  formula: 


First  stance 

Bougie    9  F.  for    3  minutes 

Second  seance 

9  F.    ' 

1  minute. 

"       10  F.    ' 

3  minutes 

Third  seance 

"       10  F.    ' 

'     1  minute. 

"       11  F.    ' 

4  minutes 

Fourth  seance 

"       11  F.    ' 

1  minute. 

"       12  F.    ' 

5  minutes 

Fifth  stance 

"       12  F.    ' 

1  minute. 

"       13  F.    ' 

6  minutes 

Sixth  stance 

"       13  F.    ' 

1  minute. 

"       14  F.    ' 

7  minutes 

Seventh  seance 

"       14  F.    ' 

1  minute. 

"       15  F.    ' 

8  minutes 

Eighth  seance 

"       15  F.    ' 

1  minute. 

•'       16  F.    ' 

9  minutes. 

Ninth  seance 

"       16  F.    ' 

1  minute. 

"       17  F.    ' 

10  minutes 

Tenth  stance 

"       17  F.    ' 

1  minute. 

"       18  F.    " 

11  minutes. 

With  bougie  18  F.  pliable  instruments  have  reached 
their  limit  of  usefulness  in  dilatations.  They  still 
have  several  other  fields  of  employment,  of  which 
one  will  be  better  mentioned  when  discussing  the 
use  of  rigid,  non-expansible  instruments.  Another 
use  for  bougies,  especially  the  larger  sizes,  is  in  pre- 
paring the  mucosa  for  such  treatment  with  rigid  and 
expansible  instruments,  as  in  some  cases  is  necessary. 


Frequency  of  Dilatations  with  Pliable  Instruments. 
The  intervals  between  dilatations  are  necessarily  gov- 
erned by  the  reactions  that  present  in  each  case. 
The  majority  of  urethrae  bear  treatment  by  these 
soft,  smooth  instnmients  very  well  every  second  day, 
while  others  manifest  such  marked  reactions  as  to 
forbid  frequent  instrumentation.   These  reactions  are: 
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Increase  or  recrudescence  of  discharge.  Painful 
urination.  Sensitiveness  of  the  urethra  between 
urinations. 

The  indication  then  is  to  interrupt  the  use  of 
bougies  until  the  reaction  has  subsided. 

If  the  reaction  manifests  itself  by  an  increase  or 
recrudescence  of  discharge,  a  daily  irrigation  will 
hasten  its  subsidence. 

Painful  urination  or  urethral  sensitiveness  usually 
require  no  treatment  further  than  such  internal 
medication  as  will  render  the  urine  bland. 

These  reactions,  however,  are  more  likely  to  follow 
the  use  of  rigid  sounds,  and  therefore  could  more 
properly  be  considered  when  discussing  these  instru- 
ments. Then  also  will  be  presented  the  after-treat- 
ment of  each  passage  of  an  instrument. 


SOUNDS    VERSUS   DILATORS. 


A.  RAVOGLI, 
CINCINNATI,  OHIO. 


The  metal  sound  is  the  oldest  instrument  which 
the  surgeon  has  used  in  the  treatment  of  urethral 
affections.  It  has  stood  for  centuries  and  nobody 
can  say  that  he  can  practice  genito-urinary  surgery 
without  the  use  of  the  steel  sound.  The  name 
catheter  may  be  considered  a  synonym,  as  vaOievai 
means  sound,  and  all  instruments  intended  to  be 
introduced  into  canals,  sinuses,  etc.,  were  included 
under  this  name.  We  exclude  from  our  subject  the 
straight  metal  sounds  and  we  confine  our  remarks 
to  the  ordinary  curved  steel  sound  which  Keyes  very 
properly  called  "the  best  instrument  with  which  to 
obtain  a  cure,  the  only  instrument  to  maintain  one." 

An  ordinary  steel  sound  of  22  centimeters  in  length 
with  a  proper  curve  is  the  instrument  which  has  the 
double  action,  that  of  a  wedge  and  of  a  lever 
of  the  first  order.  The  curve,  according  to  Civiale, 
is  found  by  tracing  on  a  sheet  of  paper  a  circle  78 
millimeters  in  diameter,  and  at  the  2-9  of  it,  which  is 
54  millimeters  of  the  circumference,  the  concave  curve 
of  the  sound  has  to  be  adapted.  Sir  Charles  Bell  and 
Sir  Henry  Thompson  have  mathematically  calcu- 
lated the  exact  length  of  the  curve  adapted  to  the 
greatest  number  of  the  urethras  as  that  of  a  circle 
8.125  centimeters  in  diameter,  and  the  arc  of  a  circle  to 
represent  the  subpubic  curve  as  that  of  a  subtended 
chord  6.875  centimeters  long.  In  correct  instruments 
the  tangent  to  the  axis  of  the  curve  at  its  extremity  will 
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intersect  the  projected  axis  of  the  shaft  at  a  little 
less  than  a  right  angle.  If  the  curve  comprises  only 
a  quarter  of  a  circle,  the  tangent  meets  the  pro- 
jected shaft  at  an  exact  right  angle.  An  instru- 
ment with  the  curve  as  given  is  good  and  can  be 
applied  in  the  urethra  of  the  average  person. 

Kollmann  and  Oberlander  have  followed  the  teach- 
ing of  Dittel  and  have  maintained  that  there  are 
three  kinds  of  curves,  the  short,  the  middle  and  the 
large.  The  short  curve  represents  a  segment  of  a 
circle  with  a  diameter  of  9  centimeters,  and  the 
point  of  the  sound  is  at  the  distance  of  30  millimeters 
from  the  shaft.  The  middle  curve  represents  the 
segment  of  a  circle  with  a  diameter  of  10.8  centimeters, 
having  the  point  distant  42  millimeters  from  the  shaft. 
The  large  curve  forms  a  segment  of  a  circle  with  a 
diameter  of  13.8  centimeters,  and  the  point  is  distant 
58  millimeters  from  the  shaft. 

Gely  recommended  a  curve  representing  one  third 
of  a  circle  with  a  diameter  from  11  to  12  cm.  Guyon 
is  satisfied  with  a  curve  of  the  segment  of  a  circle  of 
from  10  to  11  cm.  in  diameter;  larger  curves  he 
uses  only  in  special  cases  of  prostatic  hypertrophy. 

One  curve  which  is  found  of  a  practical  use  is  the 
Beniqu^  curve,  which  represents  exactly  the  half 
circle.  In  some  cases,  especially  when  the  urethra  is 
shorter  or  there  is  infiltration  of  the  colliculus  semi- 
nalis,  some  difficulty  may  be  found  in  the  introduc- 
tion. The  Beniqu6  sound  was  modified  by  Guyon, 
who  maintained  that  the  curve  of  a  sound  must  be  a 
segment  of  a  circle  with  the  diameter  of  9.2  cm. 
and  the  length  of  the  curve  to  amount  to  one  fourth  of 
the  whole  circumference.  These  sounds  are  useful 
in  cases  of  prostatic  hypertrophy,  and  on  account  of 
their  sharp  curve  are  capable  of  producing  a  strong 
pressure  on  the  colliculus  seminalis  and  on  the  other 
glands.  This  pressure  cannot  be  obtained  with  other 
forms  of  sounds. 
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For  ordinary  examination  and  for  treatment  we 
consider  the  ordinary  steel  soiind  with  the  ordinary 
curve  to  be  the  most  satisfactory. 

The  caliber  of  sounds  is  measured  according  to  the 
number  given  by  Charriere  from  one  to  thirty,  No.  1 
representing  a  diameter  of  ^  mm.,  and  every  suc- 
cessive number  an  increase  of  ^  mm.  No.  3  Charriere 
is  therefore  one  millimeter  in  diameter,  while  No. 
30  represents  exactly  a  diameter  of  10  mm. 

The  old  original  EngUsh  scale  has  twelve  numbers 
based  on  the  EngUsh  inch.  It  was  modified  by 
Gouley,  increasing  the  numbers  to  eighteen,  and  each 
number  different  from  the  other  by  ^  mm. 

The  American  scale  as  especially  introduced  by 
Van  Buren  and  Keyes  begins  with  ^  mm.  and 
increases  progressively  at  the  rate  of  |  mm. 

According  to  my  experience  in  the  examination  of 
the  urethra  it  is  useless  to  select  large  numbers. 
No.  11a  is  the  best  size.  In  introducing  the  sound, 
there  must  be  kept  in  mind  the  four  precepts  of 
Guyon,  that  the  roof  of  the  urethra  when  the  penis 
is  erected  forms  a  continuous  curve  from  the  fossa 
navicularis  to  the  bladder — variations  of  caliber  with 
exception  of  the  fossa  navicularis  are  due  to  the 
floor  of  the  urethra.  The  mucous  membrane  of  the 
roof  is  more  firmly  adherent  to  the  structures  under- 
neath than  that  of  the  floor,  and  the  latter  in  conse- 
quence is  much  more  elastic  and  distensible. 

The  curve  of  the  urethra  is  the  curve  of  the  roof; 
the  pars  pendula,  being  movable,  can  take  any  curve, 
and  attention  has  to  be  given  to  the  posterior  por- 
tion from  the  bulbous  to  the  prostatic  region,  which 
is  firmly  bound  by  the  faciae,  ligaments  and  muscles. 
The  instrument  must  be  introduced  without  any 
force;  it  should  fall  in  of  itself.  It  is  allowed  to 
remain  one  or  two  minutes  until  the  spasm  of  the 
transversus  perinei  has  subsided,  and  is  then 
gently    withdrawn,    guiding   the   end   of   the   sound 
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according  to  the  intended  curve.  Any  hardening  of 
the  mucosa,  which  we  improperly  call  wide  caliber 
stricture,  is  felt  by  the  finger  against  the  sound. 
In  removing  the  sound  one  or  more  drops  of  whitish 
fluid  are  the  sign  of  the  existence  of  a  hardening  of 
the  mucous  membrane. 

In  cases  of  true  strictured  urethra  the  sound 
No.  11  caliber  will  not  go  in,  and  without  forcing  we 
take  a  smaller  number  in  order  to  try  the  introduc- 
tion of  the  sound.  If  this  does  not  succeed,  the  best 
thing  to  do  is  to  leave  off  any  manoeuvre  and  wait 
one  day  or  two,  giving  the  patient  hot  sitz  baths, 
internal  administration  of  urothropin  to  disinfect  the 
urine,  and  oblige  him  to  remain  in  bed. 

Last  term  in  the  City  Hospital  two  patients  were 
sent  to  my  service,  both  of  them  with  stricture  of  the 
urethra  affecting  the  caliber.  In  one  case  urination 
was  very  frequent,  but  only  a  few  drops  at  a  time. 
The  small  quantity  of  urine  which  could  be  saved 
in  the  glass  was  cloudy  and  full  of  long  and  short 
shreds.  For  diagnostic  purposes  I  tried  to  intro- 
duce sound  No.  10a.  I  found  an  obstacle  at  the 
bulb,  which  compelled  me  to  withdraw  the  instru- 
ment. Soft  bougies  were  tried,  but  although  those 
of  filiform  caliber  could  not  be  introduced  I 
returned  to  the  steel  sound  No.  6,  which  could  be 
engaged  in  the  stricture.  Every  other  day  the 
sound  proceeded  a  little  until  I  succeeded  in  passing 
the  stricture.  Larger  sounds  were  then  used  and  the 
patient  left  the  hospital  in  a  much  better  condition. 
The  other  patient  was  in  nearly  the  same  condition. 
When  I  tried  to  insert  the  sound  No.  10  in  the  same 
way  as  described  it  was  found  impossible  to  proceed. 
A  urethral  fever  developed  which  compelled  him  to 
remain  in  bed  two  or  three  days.  After  having 
administered  urothropin,  I  began  to  insert  the  steel 
sound  No.  6,  which  I  could  engage  in  the  stricture, 
and  the  urethra  was  irrigated.     No  more  urethral 
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fever  followed  the  manoeuvre,  and  with  patience  I 
succeeded  in  passing  the  stricture  with  No.  6.  Then, 
gradually  increasing  the  size  of  the  sound,  I  succeeded 
in  introducing  Nos.  12  and  15.  The  patient  asked  for 
his  discharge. 

I  have  referred  to  these  two  cases  as  a  striking 
example  of  what  we  can  accomplish  by  means  of  a 
simple  sound.  The  use  of  the  sound,  however,  has 
to  be  continued  for  a  long  time  until  no  more  mucus 
follows  its  removal. 

The  necessity  of  a  dilatation  of  the  urethra  as  a 
means  to  remove  infiltrations  which  are  the  result 
of  chronic  gonorrhea,  prompted  the  idea  of  the 
dilators.  The  principle  of  the  dilatation  by  these  in- 
struments is  not  new,  and  starting  with  the  Thompson 
dilator  and  Oberlander  dilator  we  reached  the  most 
perfect  of  all  instruments  of  this  sort,  the  Kollmann 
instrument.  The  advantage  of  this  instrument  is  in 
the  possibility  of  producing  dilatation  above  30  Char- 
riere  at  one  point  of  the  urethra,  which  cannot  be 
obtained  with  the  ordinary  sounds.  Again,  the  meatus 
presents  an  obstacle  for  large  sounds,  and  in  nearly 
every  case  meatotomy  must  be  practiced.  This 
operation  is  avoided  by  the  use  of  the  dilator.  More- 
over, in  one  sitting  we  can  spare  the  introduction  of 
several  sounds  by  means  of  gradual  dilatation,  and 
with  this  instrument  alone  we  can  obtain  the  desired 
degree  of  dilatation.  Notwithstanding  the  different 
caliber  of  the  urethra  in  its  different  anatomical  parts, 
with  a  sound  the  dilatation  is  carried  on  evenly  in 
the  whole  urethral  tract,  while  with  the  dilators  it 
can  be  limited  to  those  parts  which  are  affected  and 
in  this  way  spare  the  others  which  do  not  need 
dilatation. 

The  great  advantage  of  the  Kollmann  dilators  is 
that  they  are  constructed  with  four  blades,  and  the 
dilating  part  is  limited  to  the  anterior  urethra,  or  to 
the  posterior,  or  to  the  antero-posterior.  It  requires 
a  set  of  at  least  three  instruments   in   order  to  be 
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able  to  use  them  in  the  cases  with  which  we  have  to 
do.  The  instrument  must  always  have  the  rubber 
cover,  and  I  think  that  the  use  of  those  instruments 
without  cover  is  dangerous,  because  a  shred  of  the 
mucous  membrane  is  Hable  to  be  caught  between 
the  blades. 

For  many  years  we  have  been  using  dilators,  first 
the  Oberlander,  then  the  Kollmann,  and  we  must  say 
that  the  instruments  in  our  hands  have  given  and 
are  giving  satisfactory  results.  The  dilator  has  to 
be  used  with  great  care  and  the  dilatation  must  be 
practiced  by  degrees.  We  never  use  cocaine  to  make 
the  urethra  anesthetic,  but  we  want  the  patient  to 
guide  us  as  to  his  sensibility. 

The  dilatation  has  to  be  repeated  a  few  times  at 
intervals  of  a  few  days;  when  the  degree  of  dilatation 
has  been  obtained  it  is  superfluous,  if  not  danger- 
ous, to  insist  in  the  use  of  the  dilators.  In  case 
the  dilator  has  been  used  too  frequently  or  the  dila- 
tation has  been  carried  too  far,  the  patient  will  say 
that  he  is  compelled  to  pass  urine  every  five 
minutes,  in  many  cases  the  urine  will  be  turbid,  and 
the  last  drops  will  be  expelled  with  tenesmus. 

After  the  dilatation  has  been  obtained  it  is  time 
to  return  to  the  use  of  the  steel  soimds.  According 
to  Guyon  the  dilatation  with  metal  sounds  is  not 
entirely  mechanical  but  it  is  also  dynamic,  and  for 
this  reason  dilatation  by  sounds  has  to  be  very 
gradual  in  passing  from  one  size  to  another. 

Asch,^  in  an  article  where  he  advocates  the  scraping 
of  the  strictures,  states  that  he  finishes  his  treat- 
ment with  metal  bougies,  "um  den  Erfolg  zu  con- 
stantiren,  und  die  Hamrohrenwandungen  zugleich 
einem  gleichmassigen  Druck  auszusetzen."  It  shows 
that  in  order  to  maintain  the  results,  the  metal  soimds 
are  the  principal  factors. 

1.  Asch:  Die  Urethrotomia  Interna  und  die  Ausschabung  der  Strik- 
turen  in  Urethroskopischer  Beleuchtung.  Zeitschrifft  fiir  Urologie,  1908, 
Bd.  II.  Hett  3,  page  265. 
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Motz/  too,  praises  the  action  of  the  dilators  for 
the  cases  where  infiltrations  are  localized,  because 
they  produce  much  more  dilatation  in  the  place,  but 
he  considered  the  dilators  inefficient  in  the  cases  of 
diffused  infiltrations.  He  concluded  that  the  dilators 
are  to  be  employed  only  in  exceptional  cases,  and 
in  the  ordinary  cases  the  treatment  must  be  carried 
out  by  means  of  the  metallic  sounds,  preferably  those 
of  Benique. 

I  must  state  that  this  article  has  been  prompted 
by  the  expressions  of  a  young  genito-urinary  sur- 
geon, who,  in  order  to  ascertain  whether  a  man  was 
perfectly  free  from  gonorrhea,  maintained  that  the 
Kollmann  dilator  should  be  used  for  diagnostic  pur- 
pose. He  had  entirely  forgotten  our  old  steel  sounds; 
possibly  he  had  never  heard  of  their  existence. 

In  my  practice,  especially  for  diagnostic  purpose, 
I  prefer  an  ordinary  metallic  sound,  with  the  old 
ordinary  curve,  to  all  other  bougies  and  to  all  other 
differently  shaped  sounds.  An  ordinary  sound  of  a 
medium  size  No.  10  American  when  introduced  the 
first  time  does  not  produce  pain,  and  when  the  sound 
is  removed  any  little  infiltration  which  is  seated 
in  the  bulbar  region  is  easily  felt.  The  little  effort 
which  is  required  in  removing  an  ordinary  sound 
causes  the  entrance  of  the  bulb,  which  is  the  begin- 
ning of  the  urethral  curve,  to  dilate.  In  so  doing 
two  or  more  drops  of  milky  mucous  fluid  ooze  out  of 
the  urethra.  This  does  not  occur  in  using  the  sounds 
of  Benique,  or  with  the  Benique-Guyon  curve. 
The  pressure  on  the  bulb  is  not  limited  to  that  region, 
and  any  infiltration  cannot  be  appreciated  as  with 
a  metallic  sound  of  an  ordinary  form.  With  this  we 
can  practice  a  kind  of  massage  on  the  hardened  place, 
and  by  this  means  we  can  produce  an  absorption  on 
the  infiltrated  tissues. 

1.     Motz,  B.:    Traitement  des  Urethrites  Chroniques.     Ann.  des  Mai 
des  Orgen.  Urin.  No.  6,  Mars,  1903,  p.  435. 
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In  conclusion  I  must  say  that  an  ordinary  sound 
is  the  best  and  the  easiest  means  for  diagnostic  pur- 
pose. The  dilators  are  to  be  used  as  therapeutic  appli- 
ances and  can  be  used  only  for  a  few  times.  The 
ordinary  sound  is  the  instrument  with  which  to 
finish  the  treatment  and  maintain  the  beneficial 
effects  which  have  been  obtained. 


EXHIBITION    OF   NEW    INSTRUMENTS,   VIZ. 

(a)  IRRIGATING  AND  INSTILLING  SOUND; 

(5)  PERINEAL  DRAINAGE  TUBE. 


G.   FRANK  LYDSTON, 
CHICAGO,   ILL. 


I  believe  most  of  us  have  experienced  at  one  time 
or  another  considerable  trouble  and  embarrassment 
through  the  clogging  up  of  drainage  tubes.  I  devised 
this  instrument  purely  in  self-defense.  I  got  tired 
of  being  called  up  by  my  interne  with  the  statement 
that  the  drainage  tube  was  clogged.  I  would  tell 
him  to  clear  out  the  drainage  tube,  but  he  would 
usually  make  a  bungle  of  it  if  he  attempted  to  remove 
it  and  reinsert  it,  and  I  would  be  compelled  to  go  to 
the  hospital  and  attend  to  it  myself. 

The  principle  of  this  drainage  tube  is  that  of  the 
ordinary  old-fashioned  tracheotomy  tube.  It  is  an 
ordinary  canula  with  an  inner  tube.  The  caliber  of 
the  eye  of  each  of  the  tubes  is  very  large,  so  that  it  is 
not  likely  to  become  plugged  up  by  any  ordinary 
debris,  clot  of  blood,  etc.  The  caliber  of  the  outer 
tube  is  so  large  (the  cahber  of  the  eye  particularly) 
that  when  the  inner  tube  is  removed  drainage  is 
usually  perfect,  so  that  if  it  is  obstructed  to  any 
degree  all  that  is  necessary  is  to  instruct  the  assistant 
to  leave  the  inner  tube  out. 

The  first  tubes  that  I  had  made  were  of  hard 
rubber,  and  I  used  them  for  a  long  time,  but  the 
nurses  were  in  the  habit  of  disobeying  my  instruc- 
tions and  dipping  them  in  hot  water,  and  you  know 
the  result.  The  inner  tube  was  fragile  and  easily 
broken.  I  have  devised  this  one  of  aluminum  en- 
tirely, except  the  screw  cap  which  holds  the  inner 
tube  in  place.     All  that  is  necessary  when  the  tube 
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is  in  situ  if  it  is  desired  to  clean  it  is  to  unscrew  the 
cap  and  take  out  the  inner  tube.  The  rubber  drain- 
age tube  that  is  applied  is  left  in  situ. 

How  new  this  may  be,  I  do  not  know.  Possibly- 
some  other  surgeon  may  have  used  a  similar  device, 
but,  so  far  as  I  know,  the  principle  of  it  is  new  in 
bladder  work. 

The  idea  recently  occurred  to  me  that  if  a  sovmd 
which  entered  readily  were  only  perforated  so  that 
I  could  instill  or  inject  antiseptic  solutions  through  it, 
it  would  be  very  useful.  After  some  experimentation  I 
devised  a  soimd  through  which  I  can  instill  antiseptic 
solutions  into  the  bladder  with  perfect  ease  and 
comfort  to  the  patient.  I  have  had  a  complete  set  of 
these  sovmds  made,  and  use  them  constantly  in  my 
office  as  a  matter  of  routine.  I  have  never  used  a 
soHd  sound  since,  and  I  use  irrigation  very  much 
less  frequently  than  before  I  devised  this  sound. 
It  is  a  very  easy  matter  with  the  ordinary  soft-rubber 
tipped  penis  syringe  to  inject  any  solution  which 
you  see  fit  into  the  bladder  or  the  deep  urethra,  as 
the  case  may  be,  with  the  sound  in  situ.  It  is  not 
necessary  to  call  the  attention  of  members  of  the 
Association  to  the  advantage  of  applying  the  medi- 
cine w^hile  the  urethral  folds  are  distended.  As  a 
matter  of  routine  practice  I  think  it  is  an  excellent 
thing  to  instill  an  antiseptic  solution  into  the  bladder 
and  deep  urethra,  thus  preventing  infection  and 
urethral  chill.  I  do  not  recall  more  than  one  case  in 
which  a  urethral  chill  has  occurred  in  my  ofl&ce  prac- 
tice since  using  this  sound. 

In  many  instances  of  obstinate  urethritis,  anterior 
or  posterior,  in  which  we  desire  to  use  silver  salts, 
this  instrument  comes  in  very  handy.  In  many 
instances  a  patient  cannot  or  will  not  have  syste- 
matic irrigations,  and  as  a  substitute  for  irrigations 
in  many  instances  I  find  the  injection  of  an  antiseptic 
solution,   particularly    of   argyrol,   works  very  well. 
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There  is  the  additional  advantage  of  being  able  to 
determine  when  the  point  of  the  sound  has  reached 
the  cavity  of  the  bladder.  Most  of  us  who  have  had 
sound  accidents,  in  the  early  part  of  our  careers  at 
least,  are  aware  that  an  instrument  that  will  enable 
us  to  determine  precisely  when  the  bladder  is  reached 
is  sometimes  a  pretty  comforting  thing.  It  is  not 
always  possible,  as  you  all  are  aware,  to  determine 
precisely  where  the  point  of  the  sound  is,  particularly 
where  a  false  passage  has  been  accidentally  made, 
by  yourself  or  some  one  else.  And  it  is  possible  to 
irrigate,  not  as  effectively  as  can  be  done  by  hydro- 
static pressure  or  through  a  catheter,  it  is  true,  but 
fairly  effectively,  through  this  instmment. 

In  case  it  is  desired  to  use  electricity  in  the  urethra, 
a  metalHc  plug  with  an  opening  for  the  battery  cord 
can  be  used,  and  it  makes  a  fairly  good  instrument 
for  that  purpose. 

I  will  state  that  since  I  sent  in  the  title  of  my 
paper  to  this  Association  some  gentleman,  whose 
name  I  have  forgotten  for  the  moment,  pubhshed  a 
description  of  a  combination  of  catheter  and  sound 
in  the  Journal  of  the  American  Medical  Association. 
I  think  it  was  about  two  weeks  ago,  but  it  would  not 
in  my  opinion  take  the  place  of  this  instrument, 
because  it  has  a  separate  tube,  and  I  hardly  think 
the  originator's  idea  was  to  have  a  complete  set  of  the 
"catheter  sounds." 


DEMONSTRATION  QF  AN  OINTMENT  DEPOSI- 
TOR FOR  THE  URETHRA. 


FREDERICK   W.  ROBBINS, 
DETROIT,  MICH. 


I  do  not  know  how  many  of  us  are  used  to  applying 
ointments  to  the  deep  urethra.  Sometimes  during 
my  life  I  have  used  ointments  more  frequently  than 
I  have  at  others,  and  I  have  used  three  or  four  differ- 
ent ointment  appUcators  to  the  deep  urethra  that 
have  been  on  the  market,  with  not  very  satisfactory 
results.  So  last  year  I  devised  this  instrument,  which 
is  on  the  principle  of  an  automobile  dope  cup,  and  I 
find  it  quite  admirable.  It  is  a  hollow  sound  with 
the  ordinary  Van  Buren  curve,  about  No.  17,  and  at 
the  upper  end  of  the  sound  there  is  a  cup  that  will 
hold  about  a  drachm  of  ointment.  Attached  to  that 
by  means  of  a  very  fine  thread  there  is  a  plunger 
you  can  screw  in,  and  it  presses  the  ointment  down 
through  the  sound.  At  first  I  found  a  little  diffi- 
culty, for  when  I  screwed  down  the  plunger  a  thin 
ointment  would  come  out  around  the  small  threads, 
so  that  the  threads  were  made  very  much  finer  than 
they  were  made  in  the  original  instrument,  and  now 
quite  a  soft  ointment  will  not  come  out  around  the 
top  of  the  instrument.  After  the  ointment  is  placed 
in  the  cup  you  can  gradually  press  this  down,  by 
turning  the  plunger,  using  it  for  a  series  of  times. 
When  the  ointment  appears  at  the  mouth  it  takes 
only  about  one  turn  of  the  plunger  to  lay  a  layer 
of  about  an  inch  of  the  ointment. 

Dr.  Hugh  H.  Young  of  Baltimore:  Do  you  put 
the  sound  with  the  ointment  in  it  in  and  sterilize  it? 
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Dr.  Robbins:  I  sterilize  the  ointment  first,  and 
then  after  the  sound  has  been  withdrawn  simply 
sterilize  it  with  hot  water,  without  going  into  the 
very  fine  minutia  of  sterilization.  I  do  not  boil  it. 
I  have  never  found  any  difficulty  without  further 
sterilization. 


DEMONSTRATION    OF    A    URETHRAL    OINT- 
MENT APPLICATOR  AND  IRRIGATOR. 


HENRY  JACOBSON, 

ST.  LOUIS,  MO. 


This  is  not  my  own  invention,  but  is  an  instru- 
ment devised  four  or  five  years  ago  by  a  German, 

Dr.  ,  and  made  by  Heinemann  of  Leipsig. 

There  are  two  in  the  set;  one  for  the  straight  penile 
urethra  and  one  curved  in  the  form  of  a  sound  for 
the  prostatic  urethra.  I  beheve  they  combine  the 
idea  that  Dr.  Lydston  has  brought  out,  and  also  are 
very  efficient  when  used  instead  of  the  sound.  In- 
stead of  irrigating  the  urethra  and  then  introducing 
the  sound,  you  have  a  combined  irrigation  and  dila- 
tation, and  you  can  massage  at  the  same  time  if 
indicated.  I  find  that  the  curved  one  in  the  form 
of  a  sound  is  easier  to  introduce  than  the  straight 
one.  As  you  will  see,  there  are  a  number  of  small 
openings  through  which  the  antiseptic  fluid  flows, 
and  little  furrows  for  it  to  flow  back  through.  This 
has  been  on  the  market  two  or  three  years,  and  I 
have  had  it  for  about  a  year.  Of  course,  in  some 
cases  where  it  is  necessary  to  dilate  the  individual 
strictures  I  believe  it  is  better  to  use  the  Franck 
modification  of  the  Kollmann  instrument,  dilating  the 
stricture  with  a  dial  to  measure  the  degree  of  dilata- 
tions and  using  an  irrigating  instrument  at  the  same 
time  with  the  antiseptic  fluid.  I  generally  use  the 
oxycyanide  of  mercury,  a  mild  antiseptic,  or  silver 
nitrate,  and  prevent  bacterial  invasion  of  the  system 
through  minute  lacerations.     I  prepare  the  patient 
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by  giving  urotropine  the  day  before,  and  then  use 
the  oxycyanide  solution  while  using  the  Franck 
modification  of  the  Kollmann  instrument,  and  if 
this  is  done  you  will  not  get  your  chills  and  urethral 
fever. 


RESTORATION  OF  THE  PERINEAL  PORTION 
OF  THE  URETHRA  AFTER  DESTRUC- 
TION BY  FRACTURE  OF  THE 
PELVIS. 


HUGH  CABOT, 
BOSTON,  MASS. 


To  restore  considerable  gaps  in  the  urethra  result- 
ing from  stricture  either  of  traumatic  or  inflammatory 
origin  has  long  been  a  difficult  problem  in  genito- 
vuinary  surgery.  Its  solution  has  been  attempted 
by  a  great  variety  of  methods,  including  grafting  by 
the  method  of  Thiersch,  interposition  of  portions  of 
the  urethra  taken  from  animals,  plastic  operations 
of  various  kinds,  and  approximation  of  the  remaining 
portions  of  the  urethra  by  mobiHzation. 

The  following  case  with  comments  is  submitted 
as  a  contribution  in  the  possibility  of  extensive 
mobiHzation  of  the  urethra. 

HISTORY  OF  CASE. 

P.  E.  R.,  aged  20.  Admitted  to  the  Massachu- 
setts General  Hospital  in  the  service  of  Dr.  Mixter, 
April  9,  1907.  One  and  one  half  hours  before  admis- 
sion was  struck  by  a  railroad  train.  At  the  time  of 
admission  he  was  in  marked  shock.  The  only  serious 
injury  found  was  a  fracture  of  the  pelvis,  confined 
to  the  pubic  portion  and  causing  rupture  of  the 
urethra.  A  gum-elastic  catheter  was  inserted  with 
some  difficulty  and  drew  eighteen  ounces  of  clear  urine. 
On  the  following  day  there  was  complete  retention 
of  urine,  the  bladder  was  distended  up  to  the  umbil- 
icus and  several  attempts  at  catheterization  with 
various  instruments  failed.  Operation  was  promptly 
done  by  Dr.  G.  W.  W.  Brewster.  This  consisted  of  a 
free   perineal    section,    which    disclosed    a    complete 
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transverse  rupture  of  the  urethra  in  the  bulbar  por- 
tion, with  a  large  extravasation  of  blood  and  urine. 
The  finger  in  the  wound  could  detect  a  sharp  frag- 
ment of  the  pubic  bone  displaced  downward  for 
about  an  inch.  After  a  tedious  search  the  proximal 
end  of  the  urethra  could  not  be  found,  but  the  dis- 
tended bladder  was  readily  felt  as  a  bulging  mass 
behind  the  bone.  This  was  punctured  with  a  knife 
and  a  large  rubber  drainage  tube  inserted. 

He  made  a  satisfactory  convalescence.  Drained 
freely  through  perineal  wound  until  May  1st,  when 
the  urine  began  to  come  freely  through  anterior 
urethra. 

Discharged  from  Hospital  May  22,  1907,  at  which 
time  No.  27  F.  bougie  would  go  readily  to  the  bladder. 
Sound  could  not  be  passed,  apparently  on  account  of 
some  irregularity  in  the  urethra. 

He  was  lost  sight  of  until  October  7,  1907,  when  he 
was  admitted  on  account  of  acute  retention.  The 
bladder  was  distended  to  one  inch  below  the  umbil- 
icus, and  the  urethra  bore  visible  evidence  of  fruit- 
less attempts  to  enter  the  bladder,  made  before 
admission.  In  view  of  failure  at  the  time  of  previous 
operation  to  find  the  proximal  end  of  the  tirethra, 
and  of  the  present  damaged  condition  of  the  tissues 
by  recent  instrumentation,  it  seemed  best  to  open 
the  bladder  above  the  pubes  and  drain,  before 
attempting  to  repair  the  continuity  of  the  urethra. 

OCTOBER   7.         OPERATION    BY    HUGH    CABOT. 

Bladder  opened  by  a  suprapubic  incision  and 
drained.  Just  behind  the  vesicle  orifice  of  the  urethra 
there  was  a  small  granulating  area,  evidently  the 
site  of  the  previous  incision  into  the  bladder.  The 
finger  passed  into  the  vesicle  opening  of  the  urethra 
brought  up  solidly  against  the  back  of  the  pubes, 
where  it  was  displaced  downward,  the  neck  of  the 
bladder  being  drawn  upward  behind  the  bone.  The 
bladder  was  drained  with  a  large  rubber  tube,  about 
which  it  was  tightly  closed  with  inversion  suture. 
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After  the  acute  swelling  of  the  urethra  had  quieted 
down,  it  was  explored  with  a  full-sized  sound.  This 
went  freely  to  the  peno-scrotal  angle,  where  it  turned 
sharply  backward  and  ended  blindly  against  the  front 
of  the  pubic  arch.  It  thus  appeared  that  the  pubic 
arch,  occupying  a  new  position,  lay  between  the 
severed  ends  of  the  urethra,  which  had  retracted 
upward,  and  that  the  previous  operation  had  substi- 
tuted a  false  passage  between  these  two  points.  The 
condition  existing  at  this  time  is  shown  in  Plate  II. 

On  October  16,  nine  days  after  the  drainage  opera- 
tion, he  was  again  etherised  for  the  purpose  of  restor- 
ing the  urethra  if  possible. 

Patient  placed  in  extreme  lithotomy  position  with 
sandbag  under  the  pelvis.  Curved  incision  from  one 
tuberosity  of  the  ischium  to  the  other,  passing  about 
ly2  inches  in  front  of  the  anus.  Rectum  freed  from 
scar  with  considerable  difficulty,  as  it  was  in  part 
adherent  to  the  lower  border  of  the  displaced  frag- 
ment of  the  pubes  and  thus  lay  between  the  severed 
ends  of  the  urethra.  After  the  rectum  had  been 
freed  and  pushed  backward,  the  prostate  could  be 
made  out  lying  behind  the  bone  and  was  freed  by 
blunt  desection,  aided  by  downward  pressure  made 
by  an  assistant  from  within  the  bladder.  The  pros- 
tate was  sufficiently  mobiHsed  so  that  it  could  be 
brought  down  below  the  bone  and  held  there  without 
tension.  A  vertical  incision  was  then  made  over 
the  bulbar  portion  of  the  urethra,  and  the  anterior 
urethra  freed  from  scar  tissue  and  exposed  for  a 
distance  of  2^  inches.  The  urethra  was  entirely  freed 
from  the  surrounding  tissues  to  the  above  peno- 
scrotal angle.  This  mobilised  portion  was  about 
two  inches  long.  It  was  then  possible  to  approximate 
the  divided  ends  of  the  urethra  without  tension. 
The  prostatic  end  was  steadied  by  two  stay  sutures 
and  the  divided  ends  of  the  urethra  were  then  united 
on  the  roof  with  interrupted  catgut  sutures  passed 
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from  without  and  not  including  the  mucous  membrane. 
No.  14  soft-rubber  catheter  was  then  passed  from 
the  meatus  to  the  bladder,  and  the  suture  completed 
aroimd  this  as  a  splint,  the  divided  ends  coming 
together  without  tension. 

The  catheter  was  left  in  place  until  November  14th, 
when  both  perineal  and  suprapubic  wounds  were 
tightly  closed.  On  December  18th  he  was  discharged 
from  the  hospital.  At  this  time  the  urethra  took  a 
No.  27  F.  webbing  bougie  without  difficulty.  Sounds 
could  not  be  passed,  as  the  urethra  made  a  sharp  turn 
arovmd  the  bony  fragment  of  the  pubes  and  the 
curve  of  the  instnmient  would  not  follow  it. 

Patient  seen  on  April  14th,  at  which  time  he  was 
having  very  Httle  difficulty  in  urination  and  the 
urethra  took  a  No.  20  F.  bougie  without  difficulty, 
though  he  has  had  no  care  since  leaving  hospital. 

COMMENTS. 

This  case  is  interesting  chiefly  as  showing  the 
extent  to  which  the  perineal  and  scrotal  portions  of 
the  urethra  can  be  mobihsed  without  damage  to  their 
blood  supply,  and  the  size  of  the  defects  which  may 
thus  be  bridged.  The  distance  between  the  ends  of 
the  urethra  at  the  time  of  operation  was  fully  two 
inches.  Mobilization  of  the  prostate  probably  dimin- 
ished this  space  at  least  a  half  inch,  so  that  the  gap  ulti- 
mately filled  was  about  IJ^  inches.  It  might  be 
expected  that  the  complete  isolation  of  the  anterior 
urethra  from  behind  forward  would  interfere  with  its 
blood  supply  far  more  than  when  it  is  mobilised  from 
before  backwards,  as  in  Beck's  operation  for  hypo- 
spadia. 

Theoretically,  at  least,  the  destruction  of  the  blood 
supply  when  mobilised  from  behind  is  much  greater; 
but  this  case  would  suggest  that  the  damage  is 
neither  serious  nor  permanent. 

Success  in  thus  bridging  defects  will  depend  largely 
upon  the  approximation  of  the  divided  ends  without 
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tension.  If  this  cannot  be  done  retraction  will  cer- 
tainly follow,  and  a  long  fibrous  stricture  will  result. 
The  possibiHty  of  avoiding  tension  depends  entirely 
upon  free  mobiHzation  of  the  anterior  segment,  and 
in  my  own  cases  at  least,  difficulties  in  the  past  have 
depended  upon  failure  to  observe  this  precaution, 
because  I  feared  to  cut  ofiE  the  blood  supply.  If 
union  takes  place  without  stretching  of  the  scar  an 
annular  stricture,  which  can  be  readily  handled  by 
dilatation,  will  result. 

This  method  of  restoring  defects  seems  to  me  much 
superior  to  the  use  of  animal  tissue,  or  to  Thiersch 
grafting.  Where  the  former  method  is  used  it  is  not 
likely  that  all  of  them  will  "take,"  and  the  amount 
of  scar  tissue  is  therefore  greater  than  that  following 
direct  suture. 


Plate  I. 


Plate  II. 


Plate  III. 


Plate  IV. 


DISCUSSION 

OF  PAPERS  BY    DRS.  MARK,  VALENTINE    AND   TOWNSEND, 
RAVOGLI,  LYDSTON  AND  CABOT. 

Dr.  George  K.  Swinburne  of  New  York:  In  regard  to 
the  first  paper,  New  Growths  of  the  Urethra,  I  have  had  con- 
siderable experience  with  urethroscopy,  but  the  number  of 
new  growths  in  the  urethra  that  I  have  come  across  has  been 
very  small.  First,  in  the  anterior  urethra  the  only  ones  that  I 
recall  are  the  small  warts  or  condylomata  acuminata  that 
appear  about  the  meatus  often  after  a  chronic  gonorrhea, 
and  I  have  never  found  any  very  far  down  the  canal.  I 
remember  an  article  mentioning  a  case  in  which  these  growths 
after  recurrence  at  the  meatus  had  traveled  back  through  the 
urethra  into  the  bladder  and  filled  the  entire  bladder.  That 
was  an  extraordinary  case.  And  in  treating  some  of  these 
cases  I  have  often,  with  that  article  in  mind,  been  afraid  that 
such  might  happen. 

In  the  posterior  urethra  I  have  seen  two  cases — or  three  at 
the  outside — of  polypi  springing  from  the  verumontanum, 
and  two  cases  of  raspberry-like  tumor,  sessile,  near  the  mouths 
of  the  ejaculatory  ducts,  which  resembled  a  granuloma,  bleed- 
ing easily,  and  which,  in  fact,  gave  the  symptom  of  hematuria 
in  the  patient.  One  occurred  during  a  chronic  gonorrhea 
which  I  have  reported,  and  in  which,  by  the  use  of  the  pos- 
terior urethroscope,  I  accidentally  decapitated  this  tumor 
and  it  was  followed  only  by  very  little  bleeding.  Unfor- 
tunately, I  lost  the  tumor  and  it  was  not  examined.  But  I 
was  fortunate  enough  to  examine  the  case  five  years  after- 
wards, and  found  a  perfectly  normal  urethra.  The  other  case 
of  granuloma  was  in  a  patient  who  had  had  a  gonorrhea 
several  years  before.  He  had  a  hematuria,  the  urine  being 
very  blood-stained  at  intervals  covering  a  period  of  about 
three  months.  The  insertion  of  a  catheter  and  the  instilla- 
tion of  argyrol  into  the  bladder,  curiously  enough,  checked 
the  hemorrhage  for  an  indefinite  period,  and  I  afterwards  lost 
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sight  of  this  patient.  He  went  to  another  man,  who  in  the 
course  of  his  investigation  found  a  granuloma,  which  he 
operated  upon  by  perineal  section — which  seems  to  me  to  be 
a  more  extensive  operation  than  necessary  in  this  case,  as  I 
believe  these  cases  can  be  well  managed  through  the  urethro- 
scope. 

I  think  we  are  all  familiar  with  dilatation  and  the  various 
dilators.  I  want  to  say  in  regard  to  the  instillating  sound 
that  we  have  in  New  York  such  silver  sounds  of  all  sizes 
which  were  made  by  Dr.  Bangs  some  ten  years  or  more  ago. 
I  have  a  set  of  them. 


Dr.  J.  Block  of  Kansas  City:  I  particularly  desire  to 
speak  of  Dr.  Mark's  paper  because  of  the  reference  which  he 
made  to  a  case  which  I  had  in\'ited  him  to  see  of  a  growth 
supposedly  in  the  anterior  urethra.  This  case  had  been  sent 
to  me.  The  patient,  a  man  about  seventy-five  years  of  age, 
did  not  have  any  pain  or  any  disturbance  to  which  either  he 
or  the  practitioner  who  first  saw  him  could  refer  the  com- 
plaint, except  bleeding  in  the  absence  of  micturition.  The 
amount  of  blood  was  considerable  at  times.  When  he  pre- 
sented himself  for  examination  I  found  some  Uttle  blood  at 
the  meatus.  The  examination  revealed  a  growth  not  only 
in  the  bulb  but  also  in  a  part  of  the  prostatic  urethra,  or,  in 
other  words,  the  prostate.  A  rectal  bimanual  developed  a 
bosselated,  decided  growth  of  the  prostate,  extending  forward 
to  the  bulb.  It  became  a  question  whether  it  originated  in 
the  bulb  or  in  the  prostate,  a  question  that  We  could  not 
decide  for  the  reason  that  no  subsequent  autopsy  was  per- 
mitted. When  he  came  to  me  he  suffered  from  retention. 
In  fact,  he  had  been  catheterized  a  number  of  times  under 
an  anesthetic  to  withdraw  the  urine,  and  give  him  relief.  I 
decided  to  do  a  palliative  operation.  I  did  the  so-called 
Hunter  McGuire  operation  and  established  a  suprapubic 
urethra,  which  relieved  him.  He  died  a  number  of  months 
afterwards.  The  growth  extended  into  the  rectum,  but  I 
had  no  opporttmity  to  make  an  autopsy.  So  it  becomes 
a  question  whether  this  growi;h  originated  in  the  anterior 
urethra  or  in  the  prostatic  urethra  or  the  prostate  itself 
and  extended  fom'ard.  Still,  in  my  experience  it  was  an 
unusual  and  unique  case. 

With  reference  to  the  admirable  description  by  Dr. 
Cabot  of  the  mobilization  of  the  anterior  urethra,  I  take  it 
that  a  case  upon  which  I  operated  some  time  ago,  owing  to 
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the  age  of  the  individual  was  relatively  as  great  in  extent. 
A  child  some  twelve  years  of  age  fell  out  of  a  hay  mow  astride 
a  manger  and  ruptured  the  urethra.  I  saw  him  a  year  after- 
wards for  extravasation,  and  was  obliged,  owing  to  the  fact 
that  I  could  not  identify  the  urethra  through  the  wound,  to  do 
a  suprapubic  and  drain  him  in  that  way.  It  was  a  very  difficult 
case  to  manage.  After  a  number  of  weeks  I  made  an  attempt 
to  restore  the  urethra,  and  in  so  doing  I  found  that  the  only 
tissue  I  could  get  was  from  the  anterior  urethra.  I  mobilized 
it  sufficiently  to  cover  the  defect  of  an  inch,  and,  as  I  thought, 
probably  mobilized  as  much  as  an  inch,  and  succeeded  very 
nicely  in  establishing  the  continuity  of  the  urethra.  I  have 
had  an  opportunity  to  follow  this  patient  for  some  five  years, 
and  the  result  has  been  perfect.  There  has  been  no  cicatri- 
cial contraction,  the  urethra  growing  with  the  age  of  the  in- 
dividual. 

It  seems  to  me  that  the  point  made  by  Dr.  Cabot  is  ex- 
tremely well  taken;  that  many  of  these  cases  of  old  stricture, 
whether  originally  traumatic  or  made  traumatic  by  the 
repeated  attempts  of  the  surgeon  at  dilatation  or  external 
urethrotomy,  could  be  radically  cured  by  a  free  excision, 
mobilization  of  the  anterior  urethra,  and  approximation  of 
the  parts.  In  my  case,  however,  I  took  precaution  to  use 
a  soft  catheter  from  the  suprapubic  opening  above  to  the 
meatus  anteriorly  to  act  as  a  splint  and  make  the  approxi- 
mation certain. 


DR.  BRANSFORD  Lewis  of  St.  Louis:  I  appreciate  the 
interest  and  value  of  these  contributions,  and  wish  to  express 
my  appreciation  especially  of  that  by  Dr.  Mark,  because,  from 
the  standpoints  of  both  classification  and  diagnosis,  that 
paper  is  of  great  importance.  I  believe  we  do  not  as  a 
general  thing  study  the  subject  of  urethral  growths  as  much 
as  we  ought.  I  have  found  difficulty  in  getting  together  the 
literature  on  the  subject,  and  think  this  study  of  Dr.  Mark 
will  be  of  much  service. 

I  have  had  some  interesting  cases  of  this  sort  recently. 
One  of  them  in  particular  impressed  upon  my  mind  the  great 
importance  of  these  growths  from  a  diagnostic  standpoint. 
This  was  a  patient  on  whom  I  had  previously  done  a  perineal 
urethrotomy  and  had  to  go  in  through  the  bladder  in  order 
to  make  the  retrograde  catheterization — something  that  I 
very  seldom  have  to  do,  but  I  had  to  do  it  in  this  case.  The 
wounds  healed  and  he  went  back  home;  but  after  a  few 
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months  letters  came  from  his  physicians  saying  that  the 
patient  was  not  doing  satisfactorily,  notwithstanding  the 
fact  that  he  had  carried  out  my  suggestion  to  pass  sounds 
regularly.  After  a  month  or  so  the  patient  was  returned  to 
me  for  further  repairs.  In  putting  in  a  sound  I  found  an 
obstruction,  and  in  putting  in  the  urethroscope  I  found  what 
I  suppose  would  be  properly  termed  a  papillomatous  condi- 
tion, growths  somewhat  pedunculated,  all  along  the  perineal 
urethra,  covering  a  space  of  an  inch  and  a  half  or  two  inches. 
They  were  the  obstructing  factors  in  that  case,  and  dilatation 
would  never  have  done  any  good.  I  used  the  galvano-cautery 
through  the  endoscope  and  succeeded  in  removing  the  growths 
and  the  obstruction. 

I  had  another  interesting  case  that  floored  me  in  respect  to 
diagnosis.  It  was  one  in  which  there  were  plaques,  various 
colored — rhinoceros  hide — pachyderma.  That  struck  me  as 
being  nearest  the  correct  interpretation.  It  baffled  me  also 
in  respect  to  treatment.  I  tried  all  sorts  of  applications, 
salicylic  acid,  nitrates,  etc.  These  produced  a  discharge  that 
made  it  interesting  for  the  patient  as  well  as  for  his  con- 
svdtants.  This  condition  persisted,  and  the  patient  stayed 
with  me  about  two  months,  and  I  never  did  rid  him  of  that 
pachydermatous  urethritis.  If  any  of  you  gentlemen  know  of 
anything  that  will  cure  that  condition  I  shall  be  glad  to  hear  of 
it. 

A  third  case  was  one  that  I  have  seen  only  recently,  in 
which  there  were  venereal  warts  on  the  outside  of  the  glans 
penis,  in  the  foreskin,  and  circling  around  into  the  urethra 
and  extending  four  and  a  half  inches  along  the  urethra. 
They  were  definite  warty  outgrowths,  such  as  we  get  on  the 
outside.  They  were  pedunculated,  and  a  number  of  them 
were  very  active  and  progressive  in  their  growth,  so  that  they 
interfered  materially  with  the  stream  of  urine.  Just  what 
heading  that  would  come  under,  whether  condylomata  or 
papillomata,  I  would  like  to  have  Dr.  Mark  tell  me. 

I  should  like  to  speak  of  the  renaissance  of  the  ointment  in 
urethral  therapy.  I  am  surprised  at  the  number  of  appli- 
cators recently  devised  for  the  application  of  ointments  to 
the  urethra.  I  have  never  found  any  difficulty  in  applying 
ointments  to  the  urethra,  but  the  question  in  my  mind  is. 
What  good  does  the  ointment  do  when  it  is  applied?  About 
eighteen  years  ago  I  devised  an  ointment  appUcator  for  the 
urethra,  and  expected  great  things  from  it.  I  had  one  of 
hard  rubber,  and  one  of  soft  rubber,  both  capable  of  steriliza- 
tion.    After  considerable  experimentation  and  investigation, 
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I  came  to  the  conclusion  that  ointment  medication  of  the 
urethra  was  of  theoretical  rather  than  practical  value.  I  do 
not  question  the  ability  of  these  gentlemen  to  make  the 
applications  nicely  and  beautifully,  but  I  do  question,  from 
my  own  experience,  the  good  of  ointment  therapy,  and  I 
should  Hke  to  hear  the  experience  of  other  gentlemen  along 
this  line. 


DR.  H.  A.  Fowler  of  Washington:  I  wish  to  speak  of 
one  case  that  came  under  obsen,'ation  and  was  reported  about 
two  years  ago  in  the  last  number  of  the  Johns  Hopkins  Hos- 
pital Reports,  in  connection  with  the  paper  of  Dr.  Mark. 
This  patient  presented  himself  at  the  clinic  at  the  Johns 
Hopkins  Hospital  in  the  service  of  Dr.  Young  with  an  abund- 
ant hemorrhage  from  the  urethra,  the  nature  of  which  was  at 
first  not  apparent.  After  an  endoscopic  examination  and 
later  a  perineal  section,  it  was  demonstrated  that  the  hem- 
orrhage had  its  origin  in  varicose  veins  of  the  urethra,  which 
involved  the  bulbous  portion  and  extended  forward  into  the 
anterior  urethra  to  a  point  2  1-2  cm.  from  the  meatus.  The 
perineal  opening  was  maintained,  and  various  methods  of 
treatment  were  used  in  order  to  overcome  the  hemorrhage, 
such,  for  instance,  as  pressure  by  wearing  constantly  a  large 
tube  passed  into  the  meatus  and  out  through  the  perineal 
opening,  with  bandages  about  the  urethra,  rest  in  bed,  and 
the  appUcation  of  various  styptics,  but  without  producing 
any  effect  upon  the  hemorrhage.  The  abundant  hemorrhage 
from  the  urethra  continued,  even  with  all  these  forms  of 
treatment.  We  finally,  however,  hit  upon  a  means  of  check- 
ing the  hemorrhage  by  making  an  olive-tipped  bougie  of 
copper,  connecting  it  with  an  electrode,  using  a  small  silver 
battery,  and  depositing  copper  in  the  tissues  of  the  urethra 
by  the  electric  current.  After  two  or  three  applications  the 
hemorrhage  was  entirely  controlled,  and  for  at  least  a  year 
and  a  half  afterwards  the  hemorrhage  had  not  recurred. 
This  report  in  the  literature  has  evidently  escaped  the  atten- 
tion of  Dr.  Mark. 


DR.  Joseph  Rilus  Eastman  of  Indianapolis:  It  is  truly 
remarkable  what  resources  the  posterior  urethra  possesses  to 
reproduce   itself   after   extensive   destruction.     Five   or   six 
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years  ago  I  operated  after  a  fracture  of  the  pelvis,  removing 
a  huge  scar  at  least  an  inch  and  a  half  long,  and  with  it  what 
was  left  of  the  posterior  urethra.  I  was  able  only  to  draw 
together,  so  to  speak,  by  the  ears,  little  points  of  the  mucosa, 
and  leaving  in  two  large  soft-rubber  double-eyed  catheters 
I  drained,  I  think,  for  two  months.  I  was  pleased  to  observe 
that  there  resulted  complete  restoration  of  the  urethral 
mucosa  and  complete  restoration  of  function.  I  have  since 
had  to  deal  with  other  cases  of  fracture  of  the  pelvis,  asso- 
ciated, as  fracture  of  the  pelvis  is,  usually,  with  more  or  less 
destruction  of  the  prostatic  urethra,  and  in  all  of  these  cases 
by  leaving  a  large  drain  in  the  urethra  it  has  been  possible  to 
restore  the  urethra.  I  have  no  doubt  that  this  is  the  expe- 
rience of  every  man  here,  and  that  it  has  become  a  common- 
place now  to  expect  restoration  of  the  urethra  because  of  its 
extreme  vascularity.  Of  course,  the  case  of  Dr.  Cabot  is 
unique;  the  interposition  of  the  pubic  bone,  driven  down  be- 
tween the  divided  ends  of  the  urethra,  presented  a  condition 
almost  insurmountable.  And  it  is  interesting  that  he  was 
able  to  free  and  draw  the  anterior  portion  of  the  urethra  as  he 
operated  to  the  distal  end  of  the  proximal  portion.  In  his 
case  the  canal  was  reestablished  at  once — nothing  being  left 
to  chance.  Of  course  I  do  not  wish  to  liken  his  definite 
technic  to  my  practice  of  relying  upon  natural  resources. 

I  think,  too,  that  it  is  quite  worth  our  while  to  note  the 
statement  made  by  Dr.  Ravogli  pertaining  to  the  tendency 
of  the  presence  of  a  sound  or  similar  instrument  in  the  urethra 
to  absorb  inflammatory  exudates,  etc.  Brought  up  in  the 
school  of  Wossidlo,  who  never  cut  a  stricture,  I  have  never 
cut  a  stricture,  excepting  traumatic  ones.  How  can  a  stricture 
when  it  is  divided  heal  except  by  the  interposition  of  more  scar 
tissue?  I  submit  that  it  will  be  necessary  to  sound  just  about 
as  long  after  division  of  a  stricture  as  it  would  have  been 
necessary  to  sound  had  the  stricture  not  been  cut. 


Dr.  George  K.  Swinburne  of  New  York:  I  would  rise 

to  answer  the  last  speaker.  While  I  was  brought  up  in  the 
school  where  they  cut  strictures  very  frequently,  yet  I  finally 
came  to  believe  that  dilatation  is  the  best  way  of  treating  the 
great  majority  of  strictures.  But  in  the  last  eight  or  ten 
years  I  have  had  a  number  of  cases  where  there  was  a  distinct 
cicatrical  band  in  the  urethra  which  no  amount  of  dilatation 
would  cause  the  absorption  of.     It  could  be  felt  over  the 
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sound,  and  it  could  not  be  stretched  nor  absorbed.  And  I 
wrote  a  paper  on  the  after  care  of  internal  urethrotomy  cases 
in  which  I  made  the  statement  that  these  strictures  could 
be  cut  to  the  full  size  of  the  urethra  and  no  instrumentation 
used  for  two  weeks,  and  in  six  cases  in  which  I  had  done  this 
the  canal  was  perfectly  preserved,  the  mucous  membrane 
grew  together,  so  that  the  urethroscope  could  not  discover 
the  site  of  the  cut.  I  think  that  is  to  be  explained  by  the  fact 
that  the  fibrous  stricture  when  it  is  cut  through  retracts, 
while  the  mucous  membrane  heals.  At  any  rate,  not  one  of 
those  cases  has  recurred,  nor  has  there  been  any  instrumen- 
tation of  the  urethral  canal. 

Dr.  Francis  R.  HAGNER  of  Washington:  I  wish  to  con- 
gratulate Dr.  Cabot  on  the  result  in  his  case.  I  think  it  is 
certainly  a  most  brilliant  one.  In  one  case  in  which  I  dis- 
sected out  a  stricture,  the  patient  was  never  able  to  have  a 
straight  erection  afterwards.  While  the  result  as  far  as 
urination  is  concerned  is  all  that  is  desired,  the  cosmetic  effect 
is  not  good.  I  should  like  to  ask  Dr.  Cabot  if  he  has  ever 
seen  this  condition  in  any  of  his  cases. 

DR.  O.  C.  Smith  of  Hartford,  Conn:  I  should  like  to 
ask  the  doctor  how  he  prevented  erections  during  conva- 
lescence. 

DR.  Gust  AVE  KoLISCHER  of  Chicago:  I  should  like  to  call 
attention  to  one  point.  That  is,  that  fibroma  of  the  urethra, 
which  is  not  very  frequent  in  the  female,  is  very  apt  to  pro- 
duce a  partial  or  total  prolapse  of  the  urethral  mucosa.  In 
a  case  of  this  kind  it  is  not  only  very  easy  to  remove  the  tumor, 
but,  by  removing  the  tumor,  we  cure  the  prolapse.  The  endo- 
scopic diagnosis  of  the  tumor  is  very  easilj*  made,  and  our 
suspicions  are  directed  to  such  a  tumor  if  we  introduce  a  tube 
into  the  urethra  and  feel  a  sudden  jerk.  That  is  because  of 
the  sudden  appearance  of  the  tumor  in  the  tube. 

As  to  dilatation  by  means  of  sounds  and  dilators,  and  the 
statement  that  there  are  essential  differences  between  these 
two  means  of  dilatation,  I  simply  wish  to  speak  concerning 
the  theoretical  points  that  Dr.  Valentine  made  in  order  to 
prove  his  points.  That  a  stricture  disappears  or  is  cured 
because  the  fibrous  tissue  is  transformed  into  other  tissue, 
is  a  statement  which  I  do  not  think  can  be  upheld.  We  all 
know  that  in  order  to  have  fibrous  tissue  absorbed  it  is  nec- 
essary to  have  inflammation.  I  do  not  think  the  most  artistic 
dilator  with  the  most  elastic  covering  will  produce  an  inflam- 
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nation  under  ordinary  circumstances.  Consequently,  we 
never  get  fibrous  tissue  transformed  into  other  tissue.  I  do 
not  think  it  can  be  proved  that  a  dilator,  rubber-covered, 
absorbs  tissue.  The  same  physiological  and  chemical  laws 
hold  good  for  the  urethra  as  for  any  other  part  of  our  anatomy. 
Of  course,  we  should  not  mistake  Bier's  method,  which  is 
produced  by  hot  sitz  baths  and  so  on,  which  leads  to  an  arti- 
ficial edema  of  the  tissues,  and  which  in  consequence  makes 
it  possible  to  use  a  larger  instrument. 

As  to  the  value  of  the  instrument  presented  by  Dr.  Lydston, 
I  think  it  is  a  very  useful  instrument. 

As  to  the  effect  of  the  injection  of  ointments,  I  have  always 
found  they  caused  great  discomfort  in  men,  but  in  the  female 
they  are  very  good.  You  cannot  irrigate  the  female  the 
same  as  the  male.  In  urethritis  in  the  female  it  is  good  to 
inject  an  ointment  into  the  urethra. 

As  to  the  interesting  case  of  Dr.  Cabot,  I  want  to  say  this: 
Dr.  Cabot's  case  is  an  excellent  exhibition  of  the  fact  that  it 
is  possible  to  remove  the  urethra  without  interfering  with  its 
vitality.  As  to  erection  afterwards,  that  has  got  nothing  to 
do  with  mobilization  of  the  urethra.  Whether  a  penis  is 
able  to  become  erect  depends  entirely  on  the  condition  of  the 
corpora  cavernosa,  which  are  not  interfered  with  in  this  oper- 
ation. Erections  after  operation  do  not  interfere  with  the 
healing  process  at  all.  The  urethra  in  such  a  case  as  Dr. 
Cabot's  does  not  restore  itself;  it  was  Dr.  Cabot  who  restored 
it. 

DR.  William  E.  Lower  of  Cleveland:  I  wish  to  endorse 
the  interesting  report  made  by  Dr.  Cabot  and  to  report  four 
cases  of  end  to  end  urethral  anastomosis  I  have  made  in  the 
last  three  years.  In  three  of  these  cases  there  was  traumatic 
rupture  of  the  urethra.  I  freshened  the  ragged  edges  and 
made  an  end  to  end  anastomosis  with  a  good  functional  result 
and  no  stricture  thus  far  in  any  of  the  cases.  The  fourth 
case  was  a  resection  of  a  very  extensive  impermeable  stricture 
in  which  there  was  an  urethral  fistula.  Resection  of  about  an 
inch  or  more  of  the  urethra  was  made,  with  an  end  to  end 
anastomosis  and  with  good  functional  results.  The  case  was 
operated  on  two  months  ago  and  within  the  last  ten  days  I 
was  able  to  pass  a  No.  26  sound  without  any  obstruction 
whatever. 

DR.  HUGH  H.  Young  of  Baltimore:  These  papers  have 
brought  out  so  many  interesting  points  that  it  is  a  hard  thing 
to  cover  the  field. 
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I  would  like  to  say  in  regard  to  Dr.  Ravogli's  paper  rela- 
tive to  steel  sounds,  we  hear  a  great  deal  in  America  about 
the  value  of  steel  sounds.  I  am  thoroughly  convinced,  in  the 
first  place,  that  sounds  ought  not  to  be  made  of  steel.  In  all 
European  manufactories  they  have  long  since  discarded  the 
use  of  steel  or  iron,  and  I  think  we  ought  to  insist  on  the 
'American  manufacturers  using  brass  or  copper.  The  constant 
rusting  of  the  instruments  and  the  rough  surfaces  seem  to  me 
to  make  it  extremely  important  and  indispensable,  almost, 
that  we  use  these  non-corrosive  metals.  In  the  second  place, 
it  seems  to  me  that  it  is  impossible  by  means  of  steel  sounds  to 
do  away  with  the  nicer  French  instruments.  Certainly  in 
Paris  they  have  developed  the  elastic  or  gum  instruments 
and  the  combined  instruments  in  which  filiforms  and  sounds 
are  used  together,  in  such  a  marvelous  way  that  we  cannot 
forego  their  use,  and  one  is  struck,  I  think,  at  Guyon's  clinic 
with  the  fact  that  they  practically  always  precede  the 
passage  of  a  sound  with  a  filiform,  thereby  preventing  any 
danger  whatever  of  false  passages.  Certainly  the  advice  Dr. 
Ravogli  gives  of  abandoning  these  instruments  made  of  gum 
and  silk  would  lead  to  a  great  many  false  passages.  The 
later  models  of  the  Kollmann  dilator  are  made ,  as  we  all  know, 
so  that  it  is  not  necessary  to  use  rubber  covers  at  all.  I  be- 
lieve they  are  so  rounded  that  it  is  impossible  to  pick  up  even 
the  mucous  membrane,  and  I  personally  for  the  last  four  or 
five  years  have  never  used  a  rubber  cover.  I  have  found  it 
quite  an  excellent  instrument  to  follow  up  the  use  of  filiforms 
and  French  dilators  after  the  urethra  has  been  dilated  up  to 
a  certain  point. 

Dr.  Cabot's  paper  is  certainly  one  of  very  great  interest. 
His  case  is  indeed  a  luiique  one,  and  it  brings  out  a  number 
of  important  points.  One  thing  that  is  particularly  inter- 
esting to  me  is  the  fact  that  apparently  the  triangular  lig- 
ament, the  external  sphincter  and  all  those  structures  around 
it  were  destroyed,  and  were  neglected  also  in  his  suturing 
operation;  in  other  words,  he  did  not  think  it  necessary  to 
bring  these  muscular  structures  together,  and  yet  the  patient 
has  perfect  control  of  urination.  That  would  seem  to  indi- 
cate that  the  internal  sphincter  and  the  prostatic  sphincters 
are  entirely  sufficient  to  give  a  man  perfect  control  of  his 
urine.  I  am  sure  that  we  are  more  and  more  coming  to  the 
belief  that  the  musculature  of  the  prostate  itself  and  the 
internal  sphincter  are  really  the  important  structures  in  pre- 
venting incontinence,  and  Dr.  Cabot's  paper  would  seem  to 
indicate  that. 
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Now  as  to  the  blood  supply,  a  good  many  of  us  will  probably 
remember  an  interesting  article  which  appeared  in  the  Annals 
of  Surgery  some  years  ago  in  which  the  urethrae  of  dogs  were 
transplanted  into  human  beings  with  perfect  results.  In  one 
case  10  cm.  of  the  urethra  of  a  dog  were  transplanted  into 
the  freshened  penis  of  a  man,  and  practically  all  of  it  lived. 
That  would  seem  to  indicate  that  it  had  wonderful  vitality. 

The  use  of  ointments,  which  has  been  assailed  here,  I  think 
certainly  is  a  thing  that  we  should  all  of  us  try  more.  I  was 
skeptical  of  the  advantage  of  them  until  the  last  two  or  three 
years,  and  I  must  say  that  I  have  found  them  very  valuable 
in  certain  limited  cases.  Now,  we  all  see  cases  of  epithelial 
transformation  in  which  the  columnar  cells  of  the  urethra  are 
transformed  into  a  squamous  type  and  the  urethra  very 
greatly  thickened  on  that  account.  In  cases  of  that  sort  I 
have  found  salicylic  ointment(two  per  cent)  of  very  great  value 
and  it  has  not  produced  any  irritation.  I  use  it  carefully  and 
only  about  once  a  week.  There  is  no  irritation,  and  con- 
stantly, or  many  times  a  week,  a  two  per  cent  carbolic  ointment 
is  deposited  in  the  posterior  urethra  after  prostatic  massage 
in  patients  suflfering  from  chronic  prostatitis  and  chronic 
urethritis.  I  beUeve  the  use  of  lanolin  rather  than  other  oint- 
ments is  responsible  for  that,  and  I  wish  to  say  that  lanolin  is 
the  material  to  use,  because  it  is  much  more  easily  absorbed  and 
it  stays  in  the  pockets  and  crypts  of  the  urethra  for  at  least 
two  or  three  days  afterwards.  If  the  urine  is  carefully  exam- 
ined you  will  find  oil  droplets  in  the  urine  sometimes  seventy- 
two  hours  after  the  instillation  of  ointment,  this  showing  that 
it  penetrates  very  deeply,  particularly  so  after  the  prostate 
and  glands  have  been  emptied  and  thereby  room  made  for 
this  instillation. 

DR.  Henry  JacobsoN  of  St.  Louis:  I  think  Dr.  Cabot 
is  to  be  congratulated  on  his  excellent  result  in  this  case. 

In  regard  to  Dr.  Young's  remarks  about  introducing  por- 
tions of  the  urethra  of  a  dog  into  defects  of  the  human  urethra, 
I  see  no  reason  why  we  should  not  continue  along  these 
experimental  lines.  We  have  in  our  midst  in  St.  Louis  Dr. 
McConnell,who  has  been  experimenting  with  repair  of  blood 
vessels.  In  one  experiment  he  took  a  piece  of  an  artery  and 
put  it  in  weak  formalin  solution  for  ten  days  and  then  in- 
troduced it  into  a  dog's  circulation  between  two  portions  of 
an  artery  and  it  united  without  any  gangrene  or  necrosis  of 
the  tissues.  The  dog  remained  healthy  and  was  shown  to 
our  society.  If  that  can  be  done  in  arteries,  why  can  we  not 
restore  the  urethra  by  introducing  portions  of  rabbit's  urethra, 
or  dog's,  or  sheep's,  in  a  torn  human  being's  urethra. 
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In  regard  to  Dr.  Ravogli's  paper,  he  made  one  objection 
to  the  Kolhnann  dilator  without  a  cover  because  the  mucosa 
would  be  caught  in  the  dilator.  As  the  President  mentioned, 
the  late  ones  are  so  made  that  the  mucosa  is  very  rarely- 
caught,  especially  if  in  removing  the  dilator  you  do  not  en- 
tirely close  it.  When  you  remove  your  dilator  remove  it 
without  closing  it,  and  you  will  not  catch  the  mucosa  of  the 
urethra  in  the  dilator.  The  Cincinnati  penises  must  be  less 
sensitive  than  those  in  St.  Louis.  Some  of  my  patients 
would  never  submit  to  dilatation  without  the  apphcation  of 
one  of  the  cocaine  preparations  or  substitutes — the  one  we 
are  using  now  is  alypin.  I  have  never  had  any  bad  results 
from  a  two  or  three  per  cent  solution  of  alypin  introduced 
into  the  urethra  before  the  use  of  the  dilator. 

Dr.  Mark  (in  closing) :  I  wish  to  say  that  my  excuse 
for  the  presentation  of  this  paper  on  new  growths  of  the 
urethra  was  on  account  of  the  fact  that  in  looking  up  the 
literature  on  the  subject  I  found  that  there  was  not  in  the 
English  language  any  one  piece  of  literature  that  considered 
all  the  new  growths  of  the  urethra.  For  that  reason  I  thought 
it  advisable  to  present  such  a  compilation  of  tumors.  I  am 
sorry  that  I  overlooked  the  case  spoken  of  by  Dr.  Fowler. 

As  to  the  removal  of  these  growths,  of  course  I  did  not  go 
into  the  treatment  of  the  condition.  In  fact,  I  had  no  in- 
tention in  that  direction.  But  I  have  found  in  the  removal 
of  papillomata  through  the  urethroscope  that  if  the  instru- 
ment is  given  a  little  shove  the  growth  will  be  cut  ofiE 
by  the  sharp  end  of  the  instrument  without  damaging  the 
mucosa.  There  is  practically  no  hemorrhage  from  the  removal 
of  a  papilloma  with  that  method.  This  can  be  followed  up 
by  the  use  of  chromic  acid,  trichlor-acetic  acid,  or  the  galvano- 
cautery. 

As  to  the  case  spoken  of  by  Dr.  Lewis,  it  is  unquestionably 
one  of  leucoplakia.  It  is  considered  to  be  a  forerunner  of 
malignancy.  It  is  generally  found  in  people  past  the  middle 
age  of  life.  So  far  as  treatment  is  concerned,  I  do  not  know 
that  anything  can  be  said. 

As  to  Dr.  Kolischer  speaking  about  the  use  of  the  term 
"polyp"  in  the  paper,  I  tried  to  make  the  point  that  the  term 
"polyp"  was  never  used  as  an  exact  terminology,  but  as  a 
clinical  term,  on  account  of  the  confusion  in  the  German, 
French  and  EngUsh  language.  To  obviate  this  confusion,  I 
prefer  to  include  under  the  clinical  term  "polyp"  a  certain 
group  of  tumors  which  histologically  are  grouped  otherwise. 

Dr.  ToWNSEND  (closing  for  the  paper  of  Drs.  Valentine 
and  Townsend) :     The  President,  in  his  address,  mentioned 
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men  who  go  to  New  York  and  elsewhere  hoping  to  become 
geni to-urinary  specialists  in  a  few  weeks.  One  of  these,  it 
is  said,  after  returning  to  his  native  heath  reported  a  sur- 
prising number  of  neoplasms  removed  from  the  posterior 
urethra.  Investigation  of  the  results  showed  that  he  had 
removed  as  many  coUiculous  seminales  as  he  could  get  into  his 
snare.  This  is  only  one  of  the  many  examples  of  the  results 
of  the  "become-specialist-quick"  plan. 

As  in  other  genito-urinary  work,  urethral  dilatations  are 
very  simple  and  easily  performed,  provided  they  are  intelU- 
gently  and  correctly  performed.  In  our  paper  we  have 
endeavored  to  emphasize  the  need  of  that  exquisite  attention 
to  every  detail  which  makes  for  success. 

As  to  dilatations  procuring  retrograde  metamorphosis 
of  fibrous  tissue,  we  must  repeat  that  we  presented  no  theory 
of  our  own.  The  most  recent  works  of  the  great  master 
Guyon  and  the  great  teacher  Oberlander  are  the  authorities 
quoted.  If  their  opinions  are  unscientific,  we  are  contented 
to  stand  and  fall  in  such  good  company.  Notwithstanding 
what  has  today  been  said  on  the  subject,  we  are  not  ashamed 
of  being  humble  pupils  and  followers  of  their  immortal  reputa- 
tions. However,  we  came  not  to  theorize,  but  to  modestly  pre- 
sent clinical  facts.  The  results  speak  for  themselves,  not  only 
in  our  individual  work  but  equally  in  that  of  those  who  have 
been  and  are  our  pupils. 

The  condemnatory  arguments  presented  with  so  much 
vigor  will  not  deter  us  from  continuing  our  course  until 
better  methods  are  evolved.  Thus  we  hope,  in  our  modest 
way,  to  further  the  best  interests  of  this  Association,  whose 
purpose,  as  was  well  said  by  Prof.  Lydston,  at  a  previous 
meeting,  is  largely  educational. 

Dr.  Cabot  (in  closing) :  Dr.  Hagner  asked  about  the 
occurrence  of  erections.  In  this  case,  as  in  many  of  these 
cases  of  fracture  of  the  pelvis,  there  was  an  entire  absence  of 
erections.  They  never  occurred  to  trouble  us  during  con- 
valescence. 

Dr.  Smith  asks  how  we  prevent  the  occurrence  of  erections. 
I  do  not  believe  they  can  be  entirely  prevented,  but  I  have 
thought  that  the  method  by  which  we  fastened  in  our  catheters 
has  something  to  do  with  it.  We  use  an  extensive  wrapping 
of  adhesive  plaster,  which  includes  practically  the  whole  of 
the  pendulous  portion  of  the  urethra.  This  we  use  in  all 
cases  in  which  we  leave  a  catheter  in,  and  it  has  been  our 
experience  that  erections  are  not  troublesome.  I  have 
heard  so  many  people  say  they  were  troubled  by  the  occur- 
rence of  erections  in  cases  in  which  the  retained  catheter  was 
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used  that  I  have  thought  this  method  (which  is  Dr.  A.  T. 
Cabot's)  had  something  to  do  with  our  immunity. 

As  to  the  cause  or  mechanism  of  erections  after  these  opera- 
tions, it  seems  to  me  that  it  has  no  relation  to  the  resection 
of  the  urethra.  The  nerve  supply  in  these  cases  is  often 
damaged  and  it  is,  I  think,  to  that  that  the  absence  of  erec- 
tions is  due,  and  not  to  damage  either  to  the  urethra  or  to  the 
corpora  cavernosa. 

It  is,  of  course,  a  matter  of  common  knowledge  that  re- 
section of  the  urethra  has  been  done  for  traumatic  strictures 
for  a  great  many  years.  The  only  point  which  I  hoped  to 
add  was  the  ability  to  mobilize  the  urethra  very  extensively 
and  very  readily,  and  it  has  given  me  a  great  deal  more 
courage  about  mobilizing  the  urethra.  I  feel  sure  that  my 
results  in  the  future  in  the  resection  of  ordinary  traumatic 
strictures  will  be  better.  The  essential  thing  is  free  mobili- 
zation. I  think  the  failures — of  which  I  have  seen  many — 
have  been  in  many  cases  due  to  failure  to  mobiUze  freely  and 
to  get  apposition  without  tension.  Of  course,  apposition 
without  tension  here,  as  in  all  departments  of  surgery,  is  the 
essence  of  good  surgery.  Now,  if  we  are  careful  to  get  free 
mobihzation  (and  I  feel  satisfied  that  that  can  be  obtained 
without  danger) ,  I  think  the  results  will  be  better. 

Dr.  Young  called  attention  to  the  value  of  the  prostatic 
sphincter  in  this  case.  That  seems  to  me  clear,  and  I  have 
seen  other  cases  in  which  the  same  appeared  to  be  true;  that 
the  very  complete  destruction  of  the  membranous  portion, 
with  the  anterior  sphincter,  does  not  seem  necessarily  to 
carry  with  it  incontinence.  I  think  we  are  more  or  less 
driven  to  the  belief  that  the  fibers  lining  the  prostate  and  the 
prostatic  urethra  are  very  important  in  this  connection. 

The  objection,  it  seems  to  me,  to  the  use  of  urethrae  taken 
from  other  animals  to  fill  gaps  is  that,  even  with  the  most 
perfect  technique,  you  substitute  two  lines  of  suture  for  one. 
The  essence  of  the  cure  of  stricture  by  linear  division  is  that 
the  division  is  in  the  line  of  the  long  axis.  Now  if  we  sub- 
stitute two  sutures  where  we  might  have  used  one,  and  also 
if  we  put  in  a  foreign  body,  which  will  probably,  in  part  at 
least,  be  converted  into  fibrous  tissue,  I  think  the  result  will 
be  less  good  than  if  we  filled  the  gap  with  the  patient's  own 
urethra. 

Dr.  LydstON  (in  closing):  Dr.  Cabot  brought  out  a  very 
interesting  point  just  now  with  reference  to  the  function  of 
the  internal  sphincter  in  retaining  the  urine.  In  common 
with  every  one  else  who  has  taught  the  anatomy  and  physi- 
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ology  of  the  male  genito-urinary  organs,  I  had  been  in  the 
habit  of  teaching  that  the  true  sphincter  was  the  membranous 
urethra  and  the  cut-off  muscle.  But  I  had  a  case  a  couple  of 
years  ago  that  jarred  my  faith  in  my  own  teaching  consid- 
erably— a  case  of  prostatic  calculus  in  which  I  proposed 
operation  and  the  patient  declined.  Afterwards  suppuration 
occurred  about  the  prostatic  calculus,  and  his  physician 
undertook  to  do  a  home-made  operation.  The  consequence 
was  that  the  entire  urethra  was  lost,  from  the  middle  of  the 
perineum  to  the  prostatic  sphincter.  In  addition,  the  entire 
rectal  wall  was  lost,  with  the  exception  of  the  anal  sphincter, 
for  the  same  distance,  so  that  when  the  case  was  returned  to 
me  the  patient  was  defecating  through  his  urethra  and 
urinating  through  his  rectum.  I  was  considerably  surprised 
to  find  that  he  did  not  have  incontinence  of  urine.  When 
I  introduced  a  sound  I  could  easily  see  the  sound  through  the 
rectum  clear  to  the  internal  sphincter  of  the  bladder,  and  he 
did  not  have  incontinence  to  the  extent  of  losing  one  drop  of 
urine.  I  did  a  plastic  upon  him  and  was  fortunate  enough 
to  get  primary  union,  and  he  did  not  have  incontinence  of 
urine  from  either  of  the  accidents  that  occurred  to  him.  "One 
swallow  does  not  make  a  summer,"  but  it  does  not  take  more 
than  one  case  of  that  kind  to  convince  us  that  the  true  sphincter 
of  the  bladder  is  not  the  muscles  around  the  membranous 
urethra. 

As  to  retaining  a  catheter  after  operations.  For  some 
time  I  have  been  in  the  habit  of  retaining  the  catheter  in  this 
wise:  Get  a  piece  of  rubber  tubing  that  will  fit  about  the 
catheter  snugly.  Cut  four  tails  in  one  extremity  of  the 
tubing,  leaving  about  an  inch  or  an  inch  and  a  half  of  the 
tube  intact.  Then  thread  the  catheter  through  the  section 
of  rubber  tubing,  and  make  the  tails  on  the  rubber  tubing 
embrace  the  penis.  Then  by  wrapping  a  piece  of  adhesive 
plaster  about  the  penis  and  these  tails  you  get  a  splendid 
fastening.  Put  a  bandage  over  it  if  you  wish.  You  can 
turn  the  tails  of  the  rubber  tube  over  the  first  layer  of  rubber 
plaster,  and  make  another  hitch  about  it  if  necessary.  The 
catheter  never  slips  out,  and  so  long  as  the  rubber  plaster 
adheres  there  is  no  danger  of  the  catheter  escaping.  When 
tubing  is  not  at  hand  that  is  just  the  right  size  to  be  adapted 
to  the  catheter,  one  of  my  internes  taught  me  the  trick  of 
splitting  the  intact  portion  of  the  tube,  trimming  off  as  much 
as  may  be  necessary  to  reduce  the  caliber,  and  stitching  it 
about  the  catheter.  I  think  if  you  will  try  it  you  will  find  it 
about  the  most  convenient  and  trustworthy  way  of  retaining 
the  catheter  that  can  be  dex'ised. 


EXHIBITION  OF  AN  OINTMENT  DEPOSITOR 
AND  CATHETER. 


HUGH  H.  YOUNG, 
BALTIMORE,   MD. 


It  seems  to  me  the  problem  of  the  instillation  of 
ointments  into  the  urethra  is  an  important  one,  and 
one  that  has  tmtil  recent  years  been  entirely  over- 
looked. That  is,  we  have  overlooked  the  early  work 
of  Tomassulo  and  others.  The  Tomassulo  syringe  is 
very  much  Hke  that  shown  by  Dr.  Robbins.  It  is  a 
little  different,  nevertheless.  The  object  of  the  thing, 
however,  is  to  force  ointment  down  a  long  tube  and 
it  comes  out  at  the  end.  The  objection  in  my  prac- 
tice has  been  the  difficulty  of  cleaning  it  and  the 
difficulty  of  steriHzation.  I  think  both  of  these 
possibly  obtain  to  a  certain  extent  in  regard  to  Dr. 
Robbins'  instrument.  As  a  matter  of  fact,  of  course 
all  of  our  instruments  ought  to  be  easily  sterilizable 
and  quickly  cleaned,  and  these,  I  think,  ought  to  be 
two  of  the  cardinal  points  in  all  instruments  for  that 
purpose. 

I  have  experimented  for  several  years  with  instru- 
ments of  this  sort,  and  this  thing,  here,  which  looks 
very  much  like  a  coudecatheter,  has  proved  very 
satisfactory.  It  consists,  as  you  see,  of  an  instru- 
ment with  a  Uttle  coude  curve,  and  an  obturator. 
By  withdrawing  the  obturator  quite  a  long  channel 
is  made  in  which  ointment  can  be  inserted. 

Now,  in  using  that  ointment  in  there  it  seems  to 
me  important  that  it  should  be  steriHzed,  and  that 
the  instrument  should  be  easy  to  clean  afterwards. 
For  that  purpose  we  use  simply  a  collapsible  tube, 
and  we  can  have  all  sorts   of  ointments,  salicyclic, 
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carbolic,  iodoform,  etc.  It  is  not  necessary  to  have 
a  separate  instrument  for  each  of  our  ointments. 
Another  thing:  In  the  steriUzation  of  it  by  means  of 
this  Httle  tube,  by  placing  it  over  a  Bunsen  burner 
we  are  able  to  sterilize  not  only  the  tube,  but  the 
ointment.  We  use  lanolin,  which  qviickly  hardens, 
so  that  it  does  not  run  out.  The  instrument  can  be 
quickly  and  easily  introduced  into  the  bladder,  pos- 
terior urethra,  or  anterior  urethra,  and  simply  by 
pressure  it  is  possible  to  empty  it  out,  and  after 
removal  of  the  instrument  to  clean  it  absolutely. 
Before  next  using  it  we  run  it  through  a  flame  and 
sterilize  it  once  more. 

It  has  proven  quite  satisfactory  in  the  evacuation 
of  clots  from  the  bladder.  It  is  inserted,  and  by  using 
a  syringe  it  is  possible  to  evacuate  clots  and  get  the 
bladder  clean,  when  otherwise  ordinary  catheters 
would  not  remove  them. 

I  have  also  used  it  in  one  case  in  getting  out  a 
ureteral  polyp  which  I  engaged  in  the  bend  and  got 
out  that  way.  I  show  it  simply  for  what  it  is 
worth. 


DEMONSTRATION    OF    THE    LIVING    SPIRO- 
CH^TA  PALLIDA. 


B.  C.  CORBUS, 

CHICAGO,   ILL. 


In  1905  Shaudin  and  Hoffman  called  the  world's 
attention  to  the  specific  cause  of  syphilis,  the  Spiro- 
chaeta  Pallida. 

Since  the  discovery  of  the  organism,  a  large  amount 
of  work  has  been  done  in  experimentation,  and  there 
seems  to  be  no  doubt  that  this  organism  is  constant 
in  all  primary  lesions,  condylomata,  secondary  erup- 
tions, mucous  patches,  enlarged  glands,  and  in  the 
so-called  tertiary  lesions  of  syphilis. 

The  acceptance  of  the  spirochaete  as  the  true 
organism  of  syphilis  by  the  medical  profession  abroad 
seems  conclusive,  if  one  may  judge  from  the  literature 
that  has  been  written  upon  the  subject. 

The  converse  is  equally  true  of  the  American  pro- 
fession. This  is  due  in  a  large  measure  to  the  diffi- 
culty of  preparation  and  staining  of  the  organism. 

We  propose  to  demonstrate  a  comparatively  short, 
quick  and  absolutely  reliable  method  of  showing  the 
organism  living  in  the  fresh  specimen. 

The  success  of  the  technique  depends  on  two 
factors,  namely,  the  light  and  the  dark  ground 
illuminator.  For  a  light  we  may  use  the  sun's  rays, 
an  arc  light,  an  inverted  Welsbach  or  a  Nearnst  lamp. 
In  1837  the  Rev.  J.  B.  Read  of  England  first 
demonstrated  the  dark  groiind  illuminator.  At  the 
same  time  Abbe  brought  out  his  condenser  and  the 
former  apparatus  was  for  a  time  forgotten,  until 
reintroduced  by  Reichart  of  Vienna. 
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The  principle  of  the  apparatus  is  based  upon  the 
same  physical  laws  that  cause  dust  particles  to  reflect 
rays  of  light  that  are  emitted  through  an  aperture 
into  a  darkened  room.  The  apparatus  consists  of  a 
metallic  plate  yl,  having  a  hole  in  the  centre,  above 
which  is  fitted  a  piece  of  circular  glass  B,  the  sides 
of  which  are  ground  at  a  certain  angle  and  silvered, 
S  and  S^  By  means  of  a  revolving  disc  D,  different 
sized  diaphragms  may  be  used  to  cover  the  central 
part  of  the  under  surface  of  the  glass  plate,  so  that 
when  the  light  is  reflected  up  from  the  mirror,  only 
the  marginal  rays  reach  the  glass.  These  are  reflected 
by  the  silvered  sides  and  are  brought  to  a  focus  in  the 
centre  of  the  stage.  Any  solid  body  here  will  inter- 
cept these  rays  and  appear  luminous  on  a  dark  ground. 

This  instrument  has  the  advantage  over  similar 
makes  inasmuch  as  it  can  be  fitted  to  any  microscope 
and  by  means  of  the  graduated  revolving  diaphragms 
the  amount  of  light  may  be  varied  at  will. 

The  technique  of  using  the  apparatus  is  as  follows: 
First,  place  the  apparatus  upon  the  stage  of  the 
microscope,  fasten  it  on  with  the  clips;  then  with  the 
low  power  the  apparatus  is  centered  by  means  of  the 
etched  circle  on  top  of  the  glass  plate;  a  drop  of 
immersion  oil  is  next  placed  over  the  glass  plate, 
taking  great  care  not  to  admit  any  air  bubbles,  and 
lastly  the  slide  C  to  be  examined  is  placed  upon  the 
immersion  oil.  In  preparing  the  slide  and  cover- 
glass,  great  care  must  be  taken  to  wash  them  clean 
with  soap  and  water,  being  especially  careful  not  to 
scratch  either,  as  scratch  marks  cause  deceiving 
shadows  in  the  field.  Always  procure  slides  of  glass 
as  clear  as  possible  and  1  mm.  in  thickness. 

In  preparing  a  slide  for  examination  we  proceed  as 
follows : — 

In  primary  sores  and  mucous  patches,  condylomata, 
just  wipe  the  surface  dry  and  gently  rub  the  parts 
until  an  abundant  amount  of  serum  exudes. 
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Dark  Ground  Illuminator. 
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Shematic  Cross-Section,  Dark  Ground  Illuminator. 
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In  secondary  eruptions  we  found  that  cupping  over 
a  slightly  scarified  area  gave  the  most  abundant 
serum.  This  is  a  most  important  procedure  in 
obtaining  the  spirochaete  in  secondary  lesions,  as  one 
must  get  the  serum  from  the  deeper  layers  if  one 
expects  to  have  success.  In  obtaining  spirochaete 
from  glands  we  made  a  puncture  direct  into  the 
glandular  substance  without  reference  to  the  cortical 
or  central  portion. 

In  regard  to  the  tertiary  lesions,  we  have  been 
unable  to  make  any  observations,  owing  to  our  lack 
of  opportunity.  The  best  place  to  find  the  organism 
is  in  the  periphery  of  the  sore,  below  the  necrotic 
surface. 

We  are  justified  in  accepting  the  spirochaete 
as  the  etiological  factor  in  syphilis  if  we  bear 
in  mind,  first,  that  the  spirochaeta  pallida  have  been 
found  by  observers  in  all  parts  of  the  world;  second, 
that  the  true  spirochaeta  pallida  are  found  only  in 
syphilitic  lesions,  and  never  in  non-syphilitic  lesions; 
third,  that  it  has  been  found  in  lesions  of  every  stage 
of  syphilis,  even  the  gtmimatous  or  the  so-called 
tertiary  stage;  fourth,  that  syphilitic  material  con- 
taining spirochaete  has  been  inoculated  into  a  monkey 
and  the  spirochaete  demonstrated  in  the  lesion  so 
produced;  material  from  this  lesion  produced  the 
disease  in  a  second  monkey  and  so  on  for  42  conse- 
cutive inoculations  (the  spirochaete  were  demon- 
strated in  all  the  lesions) ;  fifth,  that  material  contain- 
ing spirochaete  gives  the  reaction  for  antigen  with  the 
serum  of  syphilitics. 

Whether  the  spirochaete  are  bacteria  or  protozoa, 
research  as  yet  has  come  to  no  definite  conclusion, 
and  with  the  older  methods  of  staining,  the  mor- 
phology was  indeed  obscure.  But  with  the  dark 
ground  illuminator  we  are  enabled  to  study  the 
organism  in  its  natural  state. 
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They  appear  as  spiral  organisms  closely  resembling 
a  fine  corkscrew.  Their  size  varies  from  4  to  20  mm. 
in  length,  with  a  diameter  of  almost  immeasurable 
thinness,  up  to  %  mm.  The  spirals  are  at  acute 
angles,  always  constant,  and  often  nvimber  10  to  25. 
In  the  fresh  specimen  the  organism  is  very  active, 
showing  a  corkscrew  rotation  on  its  long  axis,  a 
gUding  backward  and  forward,  and  a  bending  move- 
ment. This  bending  at  times  may  result  in  the 
formation  of  circles  and  other  figures. 

We  have  never  been  able  to  demonstrate  flagellae 
or  to  find  the  organism  in  a  red  blood  corpuscle. 
Frequently  we  have  observed  two  organisms  joined 
end  to  end,  forming  an  obtuse  angle,  or  lying  side  by 
side.     These  have  been  suggestive  of  copulation. 

The  life  of  the  organism  seems  to  be  rather  short. 
As  a  rule  in  three  hours  they  have  ceased  their  motil- 
ity, but  we  have  noticed  movement  at  the  end  of 
five  or  six  hours. 

Spirochaete  kept  for  a  week  at  room  temperature 
show  marked  degeneration.  We  have  tried  the 
agglutination  test,  but  were  not  successful.  As  for 
growing  the  spirochaete  on  culture  media,  no  one  up 
to  the  present  time  has  been  successful;  nevertheless, 
this  does  not  alter  our  opinion  in  regard  to  its  being 
the  specific  organism  in  syphilis. 

REPORT    OF   CASES. 

My  associate.  Dr.  Harris,  and  I  have  examined 
86  lesions  in  78  cases;  material  was  obtained  from 
Dr.  Pusey's  servdce  at  the  Cook  County  Hospital  and 
from  Dr.  WiUiam  Baum's  cHnic  at  the  Post  Graduate 
Hospital  and  from  our  private  practice. 

Forty-four  of  these  cases  were  cHnically  luetic,  in 
32  of  which  the  spirochaete  were  present.  These 
include  12  chancres,  8  flab  condylomata,  11  mucous 
patches,  18  cutaneous  syphilides  (in  8  of  which  the 
spirochaete  were  present) ,  and  2  inguinal  glands.     We 
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examined  34  cases  that  were  non-syphilitic.  These 
include  22  chancroids,  2  traumatic  ulcers  of  the  penis, 

1  carcinoma  of  the  rectum,   1  mercurial  stomatitis, 

2  catarrhal  stomatitis,  1  rodent  ulcer,  1  balanitis 
circinata,  1  chronic  connective  tissue  hyperplasia  of 
the  vulva,  2  exudative  erythemas  with  mouth  lesions, 
and  1  herpes  labialis. 

As  a  result  of  our  investigations  we  are  enabled  to 
draw  the  following  conclusions : — 

First:  That  the  spirochaeta  palHda  is  the  cause  of 
syphilis  and  its  presence  is  equivalent  to  the  diag- 
nosis of  syphilis. 

Second:  That  the  silver  spirochgete  (Levaditi  stain) 
are  true  organisms. 

Third:  That  by  means  of  this  method  the  spiro- 
chaete  may  be  demonstrated  in  all  primary  and  sec- 
ondary lesions  of  syphilis. 

Fourth:  That  demonstrating  the  organism  in  a 
primary  lesion  it  is  not  only  unnecessary  but  harm- 
ful to  wait  for  secondary  manifestations  before  begin- 
ning treatment. 

Fifth:  This  method  of  demonstrating  the  spiro- 
chaete  combined  with  the  serum  diagnosis  gives  us 
control  of  the  diagnosis  of  syphilis  in  all  its  stages. 


LITHOLAPAXY  AS   AN   OFFICE   OPERATION. 


GEORGE  KNOWLES  SWINBURNE, 
NEW   YORK,  N.  Y. 


In  the  April,  1902,  issue  of  the  Journal  of  Cutane- 
ous and  Genito-Urinary  Diseases  I  published  the 
report  of  a  case  of  litholapaxy  under  cocaine.  The 
patient  had  two  rather  large  calculi  which  were 
removed  at  two  sittings  a  month  apart.  The  two 
calcuH  together  weighed  500  grains.  Three  months 
after  this  I  washed  out  of  the  bladder  with  the  evacua- 
tion pump  a  new  small  calculus  weighing  2  grains. 
Six  months  later  I  washed  out  of  the  patient's  bladder 
a  lot  of  uric  acid  sand,  and  two  years  later  I  removed 
another  calculus  by  litholapaxy  under  cocaine  in  two 
sittings. 

For  several  years  thereafter  the  cases  of  litholapaxy 
which  I  performed  were  done  under  general  anaesthe- 
sia, either  at  the  patient's  home  or  in  the  hospital, 
none  of  these  seeming  suitable  for  operation  under 
local  anaesthesia. 

In  the  past  year,  in  two  cases,  I  have  done  litho- 
lapaxy in  the  office  under  very  slight  local  anaesthesia, 
the  histories  of  which  I  present. 

Case  1.  A.  F.,  45  years  old,  was  referred  to  me  in 
October,  1907,  by  Dr.  Charles  Kennedy  of  New  York. 
He  had  been  suffering  from  urinary  disorder  for  a 
year,  having  great  frequency,  18  times  in  the  24  hours, 
and  often  could  not  hold  the  urine,  it  coming  away 
from  him  suddenly  before  he  could  get  to  a  place  of 
convenience.  Dr.  Kennedy  discovered  that  he  had 
stone,  and  wished  to  place  him  in  the  hospital  to 
perform  a  suprapubic  cystotomy  in  order  to  remove 
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it,  but  as  the  family  objected  Dr.  Kennedy  referred 
him  to  me. 

When  the  patient  appeared  he  had  a  cloudy  urine, 
he  did  not  completely  empty  the  bladder,  but  had 
two  ounces  of  residual  urine.  At  the  first  examina- 
tion I  was  unable  to  find  the  stone  (which  was  a 
small  one)  with  the  searcher.  Before  using  the  cysto- 
scope  I  put  him,  as  is  my  habit,  on  urotropin  for 
several  days,  then  made  the  cystoscopic  examina- 
tion, using  a  little  cocaine  in  the  anterior  urethra. 
The  stone,  though  small,  was  mulberry  in  shape  and 
I  thought  would  prove  a  hard  one.  During  the  next 
week  I  kept  the  patient  on  urotropin,  and  at  the 
end  of  the  week  performed  litholapaxy  in  my  office. 
I  first  injected  three  ounces  of  a  one  per  cent  solution 
of  cocaine  into  the  anterior  urethra,  which  was  held  for 
five  minutes.  Just  before  putting  the  patient  on  the 
operating  table  I  passed  a  catheter,  drew  off  the 
residual  urine,  and  injected  a  half-ounce  of  one  per 
cent  cocaine  into  the  bladder.  This  latter,  I  fancy, 
was  of  but  little  help  for  anaesthesia  of  the  bladder. 

The  patient  was  then  placed  on  the  operating 
table,  with  the  legs  over  leg  rests,  and  six  otmces  of 
warm  sterile  water  injected  into  the  bladder  through 
a  catheter  and  the  lithotrite  gently  inserted,  using 
plenty  of  white  vaseline  as  a  lubricant.  By  raising 
the  handle  and  depressing  the  curve  of  the  back  of 
the  instrument  in  the  bladder  to  form  as  low  a  level 
as  possible,  the  blades  were  opened  and  the  stone 
fell  at  once  into  the  jaws  and  was  readily  crushed, 
and  the  fragments  washed  out  through  a  22  F. 
evacuating  tube  with  the  Chismore  pump.  The 
whole  operation  occupied  about  a  half-hour  and  was 
practically  painless.  The  patient  was  sent  home  to 
Brooklyn  to  go  to  bed,  and  told  he  could  go  to  work 
the  next  day,  which  he  did.  He  was  to  report  in  a 
week  for  cystoscopy  and  to  use  urotropin  in  the 
meantime.     There   was   a   slight   reaction   after   the 
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operation,  and  three  days  later  he  passed  one  frag- 
ment about  as  large  as  the  largest  in  the  specimen  I 
show. 

Cystoscopy,  one  week  later,  showed  a  perfectly 
clear  bladder.  There  were  about  two  drachms  only  of 
residual  urine  and  the  number  of  times  of  urination 
had  been  reduced  to  twelve  in  the  twenty-four  hours. 
Hewastumedover  to  Dr.  Kennedy  for  further  atten- 
tion to  his  bladder.  One  month  later  he  was  passing 
water  nine  times  daily,  there  was  no  residual  urine,  the 
bladder  completely  emptying  itself.  The  patient 
was  again  seen  by  me  about  three  months  after  this 
last  examination,  and  his  condition  was  about  the 
same. 

Case  2.  J.  B.,  65  years  old.  This  patient,  four 
months  before  I  saw  him,  had  hematuria  and  great 
bladder  disturbance.  His  physician  found  he  had 
an  enlarged  prostate,  some  residual  urine,  and  he 
advised  that  prostatectomny  be  done.  The  patient 
was  then  brought  to  me.  Under  systematic  cathe- 
terization, local  treatment  of  the  bladder,  and  uro- 
tropin,  the  urine  became  clear,  the  blood  ceased,  and 
the  number  of  urinations  at  night  reduced  from  five 
to  three  times,  and  the  amount  of  residual  urine 
reduced  to  one  half-ounce  to  two  otmces,  var^'ing  be- 
tween these  figures.  I  was  using  a  silk- woven  catheter 
to  draw  off  his  urine,  and  one  day  I  felt  a  grating  against 
the  tip.  The  cystoscope  revealed  a  mulberry-shaped 
stone,  a  Httle  larger  than  the  one  removed  in  case  1. 

Operation  was  performed  January  1st,  1908,  in 
same  manner  as  in  case  1.  I  did  a  preliminary 
meatotomy.  The  stone  was  a  verj^  hard  one  and 
sHpped  many  times  from  the  grasp  of  the  Hthotrite 
before  it  could  be  crushed.  This  occupied  consider- 
able time.  The  Hthotrite  was  removed  and  a  22  F. 
evacuating  tube  inserted,  and  all  but  one  of  the 
fragments,   which  was  too   large  to   come  through, 
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was  washed  out.  The  patient,  though  restless,  was 
game,  but  I  felt  that  enough  had  been  done  for  one 
day  and  sent  him  home  to  go  to  bed.  There  was 
some  reaction  and  slight  fever  that  night,  but  the 
following  day  the  patient  was  comfortable,  was  up 
and  about,  and  came  to  me  the  day  after  that. 

One  week  later,  under  cystoscopy,  the  remaining 
fragment  was  found  on  the  bladder  floor  in  the  slight 
prostatic  pouch  and  appeared  through  the  instru- 
ment to  be  about  one-half  the  size  of  the  original 
calculus.  I  did  not  attempt  to  move  it  about  with 
the  beak  of  the  instrument,  as  I  might  have  done,  to 
determine  its  size  and  character. 

The  patient  was  perfectly  comfortable,  no  longer 
obliged  to  get  up  at  night  to  urinate,  and  only  showed 
two  to  four  drachms  of  residual  urine.  The  operation 
of  litholapaxy  was  concluded  ten  days  after  the  first 
in  the  office,  and  under  cocaine,  as  before.  Aly  sur- 
prise was  great,  when,  on  grasping  and  crushing  the 
fragment,  I  found  that  no  more  pieces  could  be  felt 
large  enough  to  crush;  so  I  used  a  No.  27  F.  evacua- 
ting tube  and  obtained  the  fragments  which  are 
here  shown,  with  no  evidence  of  there  being  more 
left.  I  washed  out  the  bladder,  filled  it  with  clear 
water,  inserted  the  cystoscope  and  found  a  perfectly 
clear  bladder.  The  fragment  then  must  have  been 
a  mere  shell  which  had  been  broken  off  from  the 
surface  at  the  first  operation,  and  at  the  time  of 
cystoscopy  it  was  lying  with  its  outer  surface  turned 
toward  the  lens,  which  made  it  appear  to  be  larger 
than  it  really  was. 

There  was  no  reaction  after  this  second  manipula- 
tion of  the  patient.  He  was,  as  usual,  sent  home  to 
bed  for  the  next  twenty-four  hours. 

Since  then  he  has  had  an  operation  for  cataract 
successfully  performed  on  each  eye,  and  is  out  and 
about  and  in  good  health. 
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The  comparative  ease  with  which  the  operation 
in  these  two  cases  could  be  performed,  has  strongly 
impressed  me  with  the  advantages  of  doing  litho- 
lapaxy  in  suitable  cases,  and,  further,  of  the  desirabil- 
ity of  using  local  anaesthesia  when  possible.  Further, 
it  may  prove  better  to  repeat  the  operation,  if  all  the 
fragments  cannot  be  removed  at  one  sitting,  rather 
than  work  over  the  patient  to  the  point  of  exhaustion 
in  order  to  get  the  last  fragment.  I  have  done  the 
operation  several  .times  now  in  this  manner,  with 
but  slight  reaction.  Patients  are  generally  more  com- 
fortable, when  even  a  portion  of  the  stone  has  been 
removed,  and  but  little  time  is  lost  by  them  as  com- 
pared to  when  the  cutting  operation  is  done. 

I  do  not  operate  till  the  patient  has  been  on  uro- 
tropin  for  several  days  and  has  had  some  local  treat- 
ment of  the  bladder. 


SUPRAPUBIC  OPERATION  FOR  STONE  WITH 
IMMEDIATE  CLOSURE  OF  WOUND. 


JOHN  W.  KEEFE, 
PROVIDENCE,  R.  I. 


While  we  find  operation  for  the  removal  of  stone  in 
the  bladder  mentioned  by  the  earliest  writers,  a 
gradual  evolution  in  the  methods  employed  has  taken 
place.  Yet  surgeons  are  not  in  accord  as  to  the 
best  method  to  urge  in  a  given  case.  This  is  due  in 
a  great  measure  to  the  revolution  produced  in  sur- 
gery by  the  introduction  of  asepsis  and  antisepsis  in 
the  treatment  of  wounds.  We  are  at  present  accumu- 
lating material  upon  which  to  base  our  judgment  as 
to  the  proper  methods  of  procedure,  and  sufficient 
time  has  not  elapsed  to  enable  us  to  produce  statistics 
where  modern  methods  alone  were  adopted. 

The  suprapubic  operation  originated  with  Pierre 
Franco  as  early  as  1560,  has  been  advocated 
and  condemned  at  different  periods.  Statistics  up 
to  the  present  time  show  a  greater  mortality  by  this 
route  than  by  litholapaxy  or  perineal  lithotomy. 

I  have  no  doubt  that  in  many  cases  that  go  to 
form  these  tables  strict  aseptic  modern  surgery  was 
lacking.  I  present  the  following  personal  experience 
as  a  small  contribution  in  advocacy  of  the  supra- 
pubic route  with  immediate  closure  of  the  wound  and 
drainage  of  the  bladder  through  the  urethra  by 
means  of  a  catheter. 

Case  1.  Vesical  Calcuh.  Suprapubic  lithotomy. 
Immediate  closure  of  wound.  Barnes  bag  in  rectum. 
Wound  infection.     Cured. 

Male  fifty-one  years  old.  Entered  Rhode  Island 
Hospital  January  25,  1901.     He  complains  of  having 
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had  pain  over  the  region  of  the  bladder,  when  walk- 
ing or  driving  over  rough  roads,  during  a  period  of 
four  years.     A  stone  can  be  felt  with  the  searcher. 

January  28,  1901,  operation.  Gas-ether.  A  supra- 
pubic opening  was  made  in  the  bladder  after  inflating 
a  Barnes  bag  placed  in  the  rectum  and  distending 
the  bladder  with  six  ounces  of  boric  acid  solution. 
Three  small  phosphatic  stones  were  removed.  The 
wound  was  closed  with  fine  silk  sutures  in  the  bladder, 
chromic  gut  in  the  muscles  and  fascia  and  a  sub- 
cuticular suture  of  silver  wire.  A  small  drain  was 
placed  in  the  lower  angle  of  the  wound  and  a  catheter 
through  the  urethra  into  the  bladder.  January  30th 
the  drain  was  removed.  February  1st  catheter  was 
removed.  February  2d  the  wound  was  found  in- 
fected.   March  7th,  wound  healed.    Discharged  cured. 

Case  2.  Vesical  Calculus.  Cystoscopic  examina- 
tion. Suprapubic  lithotomy.  Immediate  closure  of 
wound.     Wound  infection.     Cured. 

Male  twenty-one  years  of  age.  Entered  Rhode 
Island  Hospital  December  29,  1902.  His  symptoms 
were  painful  micturition  for  past  eight  years,  also 
increase  in  frequency  and  some  difficulty  in  starting 
stream.  Three  years  ago  he  had  a  swelling  in  the 
left  testicle  which  on  subsiding  was  followed  by 
atrophy.  Urine  contains  pus,  epithelial  but  no  renal 
elements.  Cystoscopic  examination  shows  very 
clearly  a  stone  in  the  bladder. 

December  31,  1902,  operation.  Gas-ether.  Supra- 
pubic removal  of  stone  from  the  bladder,  after  the 
injection  of  six  ounces  of  boric  acid  solution  into  the 
bladder.  No  bag  in  the  rectum.  The  wound  was 
closed  in  layers,  right- angle  Cushing  continuous  suture 
of  chromic  gut  in  bladder,  chromic  gut  in  the  fascia 
and  subcuticular  silver  wire  in  the  skin.  A  catheter 
was  passed  through  the  urethra  into  the  bladder  and 
held  in  place  with  adhesive  straps.     Catheter  removed 
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in  six  days.  January  15th  the  wound  was  found 
infected  and  was  opened  and  drained.  February 
16th  cystoscopic  examination  showed  a  normal  bladder 
wall.     February  17th,  discharged  cured. 

Case  3.  Vesical  Calculus.  Cystoscopic  examina- 
tion.   Suprapubic  lithotomy.    Infection.    Cured. 

Male  of  sixty  years.  Entered  St.  Joseph's  Hospital 
June  9,  1903.  He  had  gonorrhea  and  buboes  when  a 
young  man,  and  again  gonorrhea  within  two  years. 
Present  illness  covers  a  period  of  one  and  one  half 
years.  He  has  a  gnawing  sensation  in  the  bladder, 
and  pain,  especially  when  riding  over  a  rough  road; 
occasional  burning  sensation  at  the  end  of  the  penis; 
blood  in  the  urine  once  or  twice;  frequent  micturition. 
A  searcher  and  cystoscope  show  the  presence  of 
stone. 

July  11,  1903,  operation.  Ether.  The  Brans- 
ford  Lewis  cystoscope  was  introduced  and  gave  a 
clear  view  of  the  bladder.  A  stone  could  be  plainly 
seen.  Eight  ounces  of  boric  acid  solution  was  in- 
jected into  the  bladder  and  a  suprapubic  lithotomy 
was  performed.  The  wound  was  closed  in  layers, 
a  continuous  Cushing  suture  of  cumol  gut  in  the 
vesical  vent,  chromic  gut  in  the  fascia  and  inter- 
rupted silkworm  gut  in  the  skin.  A  small  rubber 
drain  was  placed  down  to  the  bladder  wall  and  a 
provisional  suture  left  united  near  the  drain.  A  soft- 
rubber  catheter  was  passed  through  the  iirethra  into 
the  bladder.  The  second  day  the  drain  was  removed 
and  the  suture  tied.  The  catheter  was  allowed  by 
the  house  staff  to  become  clogged  during  the  night 
on  the  ninth  day,  and  fluid  injected  into  the  bladder 
on  the  tenth  day  came  through  the  wound.  After 
the  twelfth  day  no  urine  came  through  the  wound. 
The  wound  was  healed  August  2d  and  the  patient 
discharged  cured. 
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Case  4.  Vesical  Calculus.  Cystoscopy.  Suprapubic 
lithotomy.  Immediate  closure  of  wound.  Primary 
union. 

Male.  The  patient  is  a  young  man  nineteen  years 
old  and  a  bell-boy  by  occupation.  Since  childhood 
he  has  had  trouble  with  his  bladder  and  was  informed 
at  the  hospital  where  he  went  for  treatment  that  he 
had  a  growth  in  the  bladder.  He  was  not  particu- 
larly inconvenienced  by  the  condition  until  three 
years  ago,  when  he  began  to  have  slight  pain  previous 
to  and  relieved  by  urination.  This  pain  has  con- 
tinued to  increase  in  frequency  and  severity  until 
now  it  is  nearly  constant.  He  is  not  relieved  as 
much  as  formerly  by  urination,  and  has  been  unable 
to  sleep  for  the  last  few  nights. 

The  patient  was  admitted  to  the  Rhode  Island 
Hospital,  and  a  preliminary  cystoscopy  under  four 
per  cent  cocaine  solution  was  done  January  14,  1904. 
A  mulberry  calculus,  about  the  size  of  an  English 
walnut,  was  seen  near  the  trigone  of  the  bladder. 
January  16,  1904,  a  suprapuljic  lithotomy  was  done, 
and  the  calculus,  composed  of  calcium  oxalate,  was 
removed.  The  bladder  wall  was  closed  in  layers, 
the  mucous  membrane  with  a  continuous  Cushing 
suture  of  No.  1  chromic  gut,  and  the  muscular  layers 
with  the  same.  The  abdominal  wound  was  closed 
and  a  small  cigarette  drain  inserted  at  the  lower 
angle  of  the  incision.  A  soft-rubber  catheter  was 
inserted  into  the  bladder  through  the  penis  and 
retained  in  position  by  straps.  The  abdominal 
wound  healed  by  first  intention.  On  February  8th 
a  second  cystoscopy  was  done  and  the  bladder  was 
found  to  be  apparently  normal.  The  patient  was 
discharged  cured  February  10,  1904. 

Case  5.  Vesical  Calculus.  Cystoscope.  Suprapubic 
Hthotomy.     Primary  union.     Cured. 

Male  of  fifty-six  years.  Entered  sanatorium  Sep- 
tember 18,  1906.     Two  j-ears  ago  the  patient  had  an 
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attack  of  severe  pain  in  the  left  lumbar  region  lasting 
two  or  three  hours.  One  year  ago  he  had  a  second 
attack  of  a  similar  nature.  No  blood  in  the  urine. 
A  month  or  so  after  the  second  attack  the  patient 
noticed  that  after  walking  he  passed  blood  in  the 
urine;  by  resting,  the  blood  would  disappear  from 
the  urine.  He  then  began  to  have  pain  in  the  peri- 
neum and  end  of  the  penis.  Frequency  of  micturi- 
tion increased,  until  patient  now  passes  urine  every 
ten  or  fifteen  minutes.  There  has  been  no  blood  in 
the  urine  during  the  past  two  weeks.  The  urine  is 
cloudy  and  deposits  a  large  amount  of  sediment. 

September  19,  1906.  Operation.  Ether.  Bladder 
irrigated  and  then  filled  with  eight  ounces  of  boric 
acid  solution.  A  suprapubic  cystotomy  was  made 
and  a  smooth  oval-shaped  stone,  one  and  one  half 
inches  by  two  inches  in  size,  was  removed.  A  catheter 
was  passed  through  the  urethra  into  the  bladder  and 
the  wound  closed  in  layers.  A  continuous  right- 
angle  cumol  catgut  suture  was  placed  in  the  mucous 
membrane  and  another  in  the  muscular  wall  of  the 
bladder.  A  continuous  chromic  gut  suture  united 
the  fascia;  plain  gut  in  subcutaneous  fat  and  inter- 
rupted silkworm  gut  suture  through  the  skin.  A 
small  rubber  drain  was  placed  in  the  wound.  October 
14th,  primary  union.    Discharged  cured. 

Case  6.  Vesical  Calculus.  Cystoscopy.  Radiograph. 
Suprapubic  lithotomy.  Immediate  closure  of  wound. 
Primary  union. 

This  patient  is  a  male,  aged  thirty-one,  a 
laborer.  He  entered  the  Rhode  Island  Hospital, 
giving  the  following  history.  Four  years  ago  he 
contracted  gonorrhea  which  lasted  in  an  acute  form 
for  nine  months.  He  was  treated  by  urethral  injec- 
tions, which  he  thinks  drove  the  inflammation  back 
into  the  bladder.  One  year  later  he  began  to  have 
trouble  in  passing  his  water,  which  trouble  increased 
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until  he  had  to  be  catheterized.  He  has  had  sounds 
passed  once.  Since  then,  there  have  been  frequent 
attacks  of  retention,  lasting  only  a  short  time  and 
recovering  spontaneously.  At  these  times  there  has 
been  severe  pain  during  and  after  micturition.  He 
has  also  passed  blood  during  these  attacks,  though 
not  during  the  last  year.  There  have  been  occasional 
attacks  of  vomiting  lasting  for  a  day  or  two  at  a 
time.  The  patient  has  also  had  severe  pain  in  the' 
left  side,  over  the  kidney.  These  attacks  have 
usually  lasted  about  two  days  and  have  been  relieved, 
somewhat,  by  vomiting.  During  all  of  this  time 
there  has  been  severe  pain  in  the  rectum,  on  defeca- 
tion, which  the  patient  thinks  was  due  to  piles.  He 
has  never  passed  any  blood  by  rectum.  During  the 
last  week  the  patient  has  been  much  worse.  He  has 
been  vomiting  two  or  three  times  a  day,  and  has  had 
difficulty  in  micturition,  with  severe  pain  during  and 
after  the  act.  The  frequency  has  been  increased  up 
to  every  one  or  two  hours.  He  has  also  had  some 
pain  in  the  left  side  of  the  abdomen,  with  chills, 
fever  and  profuse  sweats. 

On  examination  the  patient  was  found  to  be  poorly 
nourished  and  his  color  bad.  He  had  a  soft  systolic 
murmur  at  the  base  of  the  heart  over  the  aortic  area. 
There  was  some  tenderness  on  the  left  side  of  the 
abdomen.  The  left  kidney  could  not  be  felt.  There 
was  some  rigidity  and  tenderness  over  the  bladder. 
His  temperature  was  103°,  pulse  100,  and  respira- 
tion 24. 

The  day  following  admission,  February  22,  1908, 
the  leucocyte  count  was  27,600.  There  was  still 
some  fever.  There  was  considerable  pain  on  mictu- 
rition, but  the  urine  contained  no  blood.  There 
was  some  alkaline  cystitis.  On  February  24th,  an 
X-ray  photograph  showed  a  large  stone  in  the 
bladder. 

On  February  27th  the  patient  was  anaesthetized, 
placed  in  the  dorsal  position  with  the  legs  separated 
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and  slightly  elevated.  The  bladder  was  irrigated 
with  boric  acid  solution  and  a  cystoscopy  done. 
A  large  stone  could  be  seen  lying  in  the  bladder.  The 
bladder  was  then  distended  with  six  ounces  of  boric 
acid  solution  and,  the  operator  standing  between  the 
patient's  legs,  a  curved  horizontal  incision  was  made, 
just  above  the  pubes,  down  to  the  muscular  fascia, 
and  the  upper  flap  retracted;  the  rectus  sheath  was 
opened  vertically,  the  recti  muscles  retracted  later- 
ally and  the  preversical  space  of  Retzius  opened. 
The  fundus  of  the  bladder  was  steadied  by  two 
mouse-tooth  clamps  and  the  wall  incised  between 
them.  The  stone  was  grasped  with  a  fenestrated 
blade  forceps  and  removed.  The  mucous  membrane 
was  sutured  continuously  with  a  right- angle  Gushing 
No.  1  plain  gut,  and  the  muscular  layer  of  the  wall 
was  closed  by  a  continuous  suture  of  the  same  mate- 
rial. The  recti  muscles  and  sheath  were  sutured 
together  with  No.  1  chromic  gut,  the  suture  going 
down  to  the  tissue  on  the  fundus  of  the  bladder  and 
bringing  it  up  to  obliterate  the  dead  space  beneath 
the  muscles.  The  subcutaneous  tissue  was  sutured 
continuously  with  No.  1  plain  gut  and  a  subcuticular 
suture  of  fine  silver  wire  inserted.  A  catheter  was 
placed  in  the  bladder  through  the  penis  and  retained 
in  position  by  strapping. 

On  February  29th,  two  days  following  the  opera- 
tion, the  patient  was  in  good  condition  and  the 
catheter  was  draining  well.  The  catheter  was  re- 
moved permanently  from  the  bladder  on  March  9th. 
The  patient  voided  his  urine  normally.  The  abdomi- 
nal silver  suture  was  removed,  wound  clean.  The 
patient  was  discharged  completely  cured  March  16, 
1908. 

Case  7.  Vesical  Calculus.  Searcher.  Radiograph. 
Suprapubic  lithotomy.  Immediate  closure  of  the 
wound.     Primary  union. 
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Male,  aged  thirteen  years.  On  July  31,  1905, 
this  patient  was  run  over  by  a  wagon  and  carried  to 
the  Rhode  Island  Hospital,  where,  at  an  operation, 
the  intestines  were  found  contused  and  the  mesentry 
torn  in  several  places.  The  tears  were  repaired  and 
the  patient  was  discharged  cured  September  6,  1905. 
On  April  4,  1906,  the  patient  returned  to  the  hospital 
with  a  history  of  having  had  attacks  of  abdominal 
pain  with  vomiting,  the  condition  being  relieved  by 
the  moving  of  the  bowels.  While  in  the  hospital  he 
had  acute  retention  of  urine  and  a  small  calculus 
was  removed  from  the  urethra  through  the  meatus. 
Following  this,  the  patient  was  discharged  AprillOth. 
On  June  28,  1907,  the  patient  returned  again,  saying 
that  for  the  last  three  or  four  daj'^s  he  had  been  pass- 
ing gravel  from  the  bladder.  A  stone  was  found 
lodged  in  the  fossa  navicularis  and  was  removed. 
The  patient  left  the  hospital  June  30th,  much 
improved. 

Since  leaving  the  hospital  the  last  time,  he  has 
been  having  pain  in  the  lower  abdomen.  During 
the  last  few  weeks,  the  pain  has  been  severe,  and 
within  the  last  few  days  he  has  passed  some  gravel 
from  the  bladder.  There  was  no  history  of  having 
passed  blood  in  the  urine.  On  admission  to  the 
hospital  February  25,  1908,  the  patient  complained 
of  tenderness  over  the  bladder.  The  penis  was 
slightly  edematous,  but  no  stone  was  found  in  it. 
The  following  day  an  X-ray  picture  of  the  bladder 
was  taken,  and  a  large  stone  was  discovered.  A 
suprapubic  lithotomy,  the  same  as  in  case  2, 
was  done  on  February  29th.  On  March  6th  the 
patient  was  doing  well  and  the  catheter  was  drain- 
ing perfectly.  The  catheter  was  left  out  of  the 
bladder  permanently  on  March  10th.  The  patient 
voided  his  urine  voluntarily,  and  the  cystitis  had  nearly 
all  subsided.  The  abdominal  suture  was  removed  on 
March  12th.  The  wound  healed  by  first  intention. 
The  patient  was  discharged  March  21st,  cxired. 


Plate  I 
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We  may  detect  a  stone  in  the  bladder  by  a  variety 
of  methods.  The  history  of  the  patient  in  the  first 
place  may  lead  one  to  suspect  the  presence  of  a  stone. 
The  greatest  amount  of  information  is  acquired  by 
the  use  of  the  cystoscope,  and  I  prefer  in  these  cases 
the  direct  view,  with  air-inflation  of  the  bladder, 
with  the  Bransford  Lewis  instrument.  It  enables 
one  to  determine  the  number  and  size  of  stones, 
their  character  and  shape.  It  may  show  us  the 
presence  of  a  foreign  body,  forming  the  nucleus  of  a 
stone.  We  can  distinguish  an  encrusted  tumor  or 
encysted  stone,  and  all  this  with  scarcely  more  dis- 
comfort to  the  patient  than  that  which  follows  the 
introduction  of  a  sound. 

The  Roentgen  rays  may  give  us  valuable  informa- 
tion as  to  the  size  and  shape  of  vesical  calcuH,  and 
is  employed  more  and  more  each  year.  The  searcher 
is  probably  the  instrument  most  frequently  used  at 
the  present  day,  and,  while  it  is  of  value,  I  predict 
that  it  will  be  superseded  in  the  near  future  by  the 
cystoscope. 

Digital  examination  by  the  rectum,  especially  in 
children,  is  another  simple  and  useful  method  in 
detecting  stone  in  the  bladder.  Vaginal  examina- 
tion in  the  adult  female  is  of  value,  but  the  Kelly 
cystoscope  is  preferable. 

The  litholapaxy  pump  can  also  be  employed  to 
detect  the  presence  of  stone,  as  well  as  the  removal 
of  gravel  and  small  calculi. 

Some  of  the  objections  to  the  perineal  route  for 
the  removal  of  stone  in  the  bladder  are  the  difficul- 
ties met  with  in  the  removal  of  large  stones,  injury 
to  the  neck  of  the  bladder,  the  prostate  gland  and 
seminal  ducts,  incontinence  of  urine,  persistent  fistula 
(seven  in  a  series  of  one  hundred  and  forty-seven 
cases),  stricture  of  the  urethra,  hemorrhage  and 
injury  to  the  rectum. 

Dr.  Bigelow  of  Boston,  about  thirty  years  ago,  so 
developed  the  lithotrite  and  evacuator,  and  became 
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so  skilful  in  the  manipulation  of  both,  that  the 
mortality  rate  of  htholapaxy  was  only  three  and  one- 
half  per  cent,  while  perineal  lithotomy  was  ten  per 
cent  and  suprapubic  lithotomy  was  eighteen  per  cent. 
Today  we  find  but  comparatively  few  men  who  are 
adepts  in  the  use  of  the  Hthotrite. 

Some  twenty  years  ago  I  witnessed  several  opera- 
tions by  Htholapaxy  for  vesical  calculi  by  three 
different  attending  surgeons  to  the  Rhode  Island 
Hospital,  all  of  whom  were  more  or  less  familiar  with 
the  methods  of  Dr.  Bigelow  (as  we  are  but  forty  miles 
from  the  Hub) .  During  the  first  operation  the  sur- 
geon withdrew  a  portion  of  the  bladder  wall  in  the 
jaws  of  the  Hthotrite,  with  fragments  of  stone.  The 
patient  died.  No  autopsy.  Another  surgeon  some 
years  after  operated  in  the  same  way.  Several  por- 
tions of  the  bladder  wall  were  removed.  The  Htho- 
trite was  withdrawn  with  the  jaws  of  the  Hthotrite 
open,  lacerating  the  urethra.  Death  ensued.  The 
third  operation  by  yet  another  surgeon.  Portions  of 
the  bladder  wall  removed.  Death.  An  autopsy 
revealed  urine  and  pus  in  the  abdominal  cavity,  with 
a  rent  in  the  bladder  wall.  I  mention  these  facts  to 
show  that  the  operation  of  Htholapaxy  requires  a 
skilful  operator  and  to  become  a  skilful  Hthotritist 
one's  first  cases  must  suffer. 

Some  objections  to  the  operation  of  Htholapaxy  are 
that  we  may  wound  the  urethra  or  bladder;  false 
passages  may  exist,  rendering  impossible  the  passage 
of  the  Hthotrite.  A  stone  may  be  very  large,  or  so 
hard  that  crushing  is  impossible.  One  may  be 
unable  to  grasp  an  encysted  stone  with  the  Hthotrite. 
A  stone  may  be  so  lodged  at  the  entrance  of  the 
bladder  that  it  cannot  be  held  in  the  jaws  of  the 
Hthotrite.  An  enlarged  prostate  may  render  Htho- 
lapaxy extremely  difficult.  A  foreign  body  forming 
the  nucleus  of  a  stone  may  be  of  such  a  nature  that 
crushing  would  be  out  of  the  question.  Hemorrhage 
may  be  severe.     The  Hthotrite  may  bend  or  break, 
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rendering  a  cutting  operation  necessary  for  removal 
of  the  broken  fragments  or  the  release  of  the  bent 
instrument.  Among  the  post- operative  compHca- 
tions  may  be  mentioned  epididymitis,  urethritis, 
prostatitis,  cystitis  and  phlebitis.  Certain  general 
diseases  may  contra-indicate  a  cutting  operation, 
i.  e.,  cardiac,  Bright's,  diabetes  or  pyeUtis. 

The  suprapubic  operation  for  the  removal  of  vesical 
calculi  appeals  to  me  as  the  anatomically  correct 
route.  The  ease  of  approach,  the  freedom  from 
hemorrhage,  the  inability  to  wound  important  struc- 
tures, the  ability  to  close  the  wound  immediately,  and 
drainage  of  the  bladder  through  a  catheter,  passed 
through  the  urethra,  make  this  procedure  one  of  the 
simplest  in  surgery. 

DISCUSSION 
OF   PAPERS   OF  DRS.   SWINBURNE   AND   KEEFE. 

Dr.  R.  F.  O'NEILof  Boston:  This  calculus  is  somewhat 
out  of  the  ordinary  because  of  its  size,  its  nucleus  and  the  age 
of  the  patient,  who  was  a  boy  of  fifteen.  He  was  referred  to 
me  for  treatment  for  a  severe  cystitis.  The  stone  was  readily 
detected  and  removed  by  suprapubic  cystotomy.  No  history 
could  be  obtained  from  the  patient  as  to  the  nature  of  the 
nucleus  or  how  it  came  to  be  in  the  bladder.  Examination 
shows  it  to  be  of  a  gummy,  resinous  substance. 

I  entirely  agree  that  litholapaxy  should  be  the  operation 
of  choice  in  the  great  majority  of  stone  cases.  There  are, 
however,  certain  definite  contra-indications  to  its  use,  among 
which  are  those  cases  where  a  foreign  body  is  known  or 
suspected  to  be  the  nucleus.  Such  a  nucleus  might  give  con- 
siderable trouble  by  becoming  caught  in  the  jaws  of  the 
lithotrite,  making  extraction  of  the  instrument  difficult  and 
evacuation  of  the  fragments  impossible.  The  specimen 
shown  is  an  example  of  such  a  case.    (See  plate  page  following.) 

Dr.  a.  C.  Stokes  of  Omaha:  Operation  for  stone  in  the 
bladder  is  really,  as  one  reader  of  the  paper  has  said,  still 
somewhat  in  the  air.  And  yet  it  seems  to  me  that  we  are 
coming  closer  and  closer  to  certain  ideas  that  we  have  really 
gotten  away  from,  in  the  past.     I  have  never  felt,  myself, 
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that  the  statistics  and  reports,  especially  from  men  like  Cun- 
ningham in  India  and  many  of  the  English  surgeons,  in 
regard  to  litholapaxy  are  quite  the  whole  story,  because  I 
have  felt  that  the  reports  are  only  the  reports  of  the  immediate 
results  of  the  operation,  and  without  regard  to  thoroughness 
and  the  permanence  of  the  operation.  I  have  always  felt 
in  my  own  mind  that  it  was  perhaps  doubtful  whether  by 
litholapaxy  one  could  remove  all  the  particles  from  the 
bladder,  in  the  first  place,  and,  in  the  second  place,  we  do  not, 
of  course,  know  the  exact  etiology  of  stone  in  the  bladder, 
but  infection  must  play  an  important  part,  it  seems  to  me, 
of  one  kind  or  another.  Therefore,  by  removing  the  present 
stone,  if  we  do  get  it  all,  the  infection  is  still  there  and  drainage 
has  not  taken  place.  Now,  with  respect  to  the  suprapubic 
operation  and  drainage  through  the  urethra,  it  would  seem 
to  me  that  the  same  thing  would  hold.  If  we  have  an  in- 
fected bladder,  drainage  through  the  urethra  by  a  catheter 
does  not  answer  the  purpose  for  drainage  and  treatment  of 
the  infection.  It  seems  to  me  if  I  opened  the  bladder  supra- 
pubically  for  stone  I  should  want  to  drain  it  thoroughly  and 
use  a  large  tube. 

I  do  not  know  that  we  know  the  exact  causes  of  urination, 
but  I  want  to  say  one  or  two  things,  and  not  trespass  on  Dr. 
Young's  article,  which  he  has  written  so  well  in  the  13th 
volume  of  the  Johns  Hopkins  Hospital  Reports.  I  have 
done  almost  all  my  operations  for  stone  by  the  perineal  route, 
and  I  have  had  good  results.  I  feel  confident  that  I  can  get 
through  the  external  sphincter,  through  both  layers  of  the 
triangular  ligaments,  through  the  apex  of  the  prostate,  and 
remove  a  stone  by  the  perineum,  anyway  an  inch  and  a  half 
in  diameter,  because  we  can  dilate  the  prostatic  urethra  to 
that  extent. 

I  have  sometimes  thought  also  from  what  Freyer  has  done, 
removing  the  prostate  suprapubically,  and  removing  the 
entire  internal  sphincter,  that  perhaps  the  point  of  urinary 
control  is  not  as  definite  a  thing  as  we  might  think,  and  that 
it  might  be  that  the  entire  musculature  of  the  bladder  and 
the  prostate  and  its  nerve  supply  were  really  involved,  a 
complex  affair  which  we  have  not  elucidated.  I  feel  con- 
fident that  the  external  sphincter  does  not  entirely  control 
urination. 

We,  therefore,  do  not  fear  to  cut  the  internal  or  external 
sphincter,  because  both  have  been  done,  and  with  this 
knowledge  we  are  enabled  to  do  a  very  large  number  of 
perineal  operations  for  stone. 


Dr.  O'Neil's  Specimen. 
(Actual  Size.) 
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Dr.  BRANSFORD  Lewis  of  St.  Louis:  I  wish  to  express  my 
appreciation  of  these  papers,  and  for  the  clear  enunciation  of 
the  conditions  which  have  a  bearing  upon  this  subject.  I 
think  that  these  things  should  be  looked  at  in  a  broadminded, 
liberal  way,  and  that  we  shotdd  not  be  hedged  about  with  a 
preference  for  either  the  suprapubic  or  perineal  access  to  a 
stone  in  the  bladder,  any  more  than  we  should  in  operating 
upon  the  prostate.  We  ought  to  suit  the  procedtore  to  the 
individual  case  and  the  conditions  we  find,  and  not  make 
every  patient  that  comes  to  us  conform  to  otir  particular 
preference. 

To  my  mind,  one  thing  that  has  a  bearing  on  a  preference 
for  perineal  lithotomy  over  suprapubic  is  the  frequency  with 
which  we  find  a  contracture  at  the  vesical  neck.  That,  to 
my  mind,  is  not  as  easily  and  satisfactorily  dealt  with  by  a 
suprapubic  cystotomy  as  by  a  perineal,  in  which  we  not  only 
remove  the  stone,  but  open  up  and  remove  that  contraction 
at  the  vesical  neck  that  will  have  such  an  important  bearing 
on  the  subsequent  events.  I  prefer  the  perineal  in  such  con- 
ditions over  the  suprapubic. 

I  do  not  believe  that  Dr.  Keefe  intends  to  lay  down  a  gen- 
eral nile  in  his  preference  for  the  suprapubic  operation  and 
immediate  clostire  of  the  bladder.  I  think  that  the  accom- 
panying conditions,  such  as  the  resistance  on  the  part  of  the 
individual  and  the  condition  of  his  kidneys,  have  an  im- 
portant bearing.  The  resisting  powers  of  a  very  aged  case 
with  a  low  vitaUty,  whose  kidneys  are  not  functionating  sat- 
isfactorily, are  much  below  those  of  a  young  individual  who 
has  had  a  stone  for  a  short  time  only.  The  former  is  much 
more  subject  to  uremic  conditions,  stoppage  of  his  kidney 
function,  or  to  sepsis,  and  the  sewing  up  of  the  bladder  would, 
to  say  the  least,  be  dangerous.  I  know  of  a  case  that  occurred 
not  long  since,  that  of  an  old  doctor  out  in  Illinois,  who  was 
operated  on  and  the  suprapubic  wound  sewed  up,  and  he 
promptly  got  sepsis  and  died  within  two  weeks.  I  believe 
that  with  open  drainage  in  that  case  the  probabilities  of  his 
living  would  have  been  much  greater  than  by  sewing  up  the 
wound. 

I  think  all  these  things  should  be  weighed  in  each  indi- 
vidual case  before  we  determine  on  a  certain  procedure. 

DR.  Edgar  GaRCEAU  of  Boston:  I  have  been  very  much 
interested  in  the  papers.  I  am  surprised  that  immediate 
closure  of  the  bladder  has  not  been  more  generally  adopted 
in  the  kind  of  cases  which  Dr.  Keefe  has  had.  Anybody  who 
has  had  any  experience  in  abdominal   surgery  must  have 
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opened  the  bladder  at  some  time.  I  myself  in  a  case  of  large 
fibroid  opened  the  bladder  and  opened  it  very  largely.  The 
opening  was  six  inches  long.  That  was  sewed  up  immediately 
with  silk,  and  the  patient  promptly  got  well.  Of  coxirse,  in 
these  cases  of  stone,  infection  is  very  apt  to  be  present.  Yet 
even  that  is  not  a  reason  why  we  shotild  not  do  this  operation. 
I  had  a  case  some  time  ago  of  a  woman  with  an  old  cystotomy 
wound,  with  a  pus  kidney.  She  had  had  that  trouble  for  a 
nvunber  of  j'ears,  and  was  very  anxious  to  get  rid  of  her  fistula. 
She  was  not  willing  to  have  the  kidney  operated  on.  I  did 
the  usual  operation  in  these  cases,  and  she  got  well.  So  that 
the  presence  of  pus  itself  is  not  a  sufficient  contra-indication 
to  the  operation.  I  am  very  glad  that  Dr.  Keefe  has  brought 
these  cases  to  ottr  notice.  I  think  it  is  an  operation  that 
should  be  done — especially  in  cases  of  large  stone — rather 
than  the  operation  of  litholapaxy,  an  operation  which  involves 
a  good  deal  of  traiuna  in  many  cases  and  in  which  the  resvdt  is 
by  no  means  as  certain  or  as  svire  as  it  is  in  the  operation 
which  he  suggests. 

Dr.  KROTOSZYNER  of  San  Francisco:  I  am  surprised  to 
learn  that  many  members  of  this  society  expressed  them- 
selves as  being  in  favor  of  a  cutting  operation  instead  of  a 
procedure  which  modern  urologists  all  over  the  world  con- 
sider the  operation  of  choice,  litholapaxy.  In  other  words, 
a  cutting  operation  would,  in  my  opinion,  be  favored  by  the 
general  stirgeon,  while  the  urological  specialist  ought  to  master 
the  technique  of  litholapaxy  to  such  an  extent  that  it  should 
give  in  his  hands  the  comparatively  best  results.  If  Dr. 
Keefe  and  others  have  seen  a  ntunber  of  bad  results  from 
litholapaxy,  I  think  they  can  be  reduced  to  a  minimtma  in  the 
hands  of  the  experienced  speciaUst.  I  personally  have 
obtained  my  experience  in  the  technique  of  the  operation  by 
practicing  upon  the  phantom  bladder.  By  these  means  I 
have  acquired  so  much  practice  that  my  results  with  litho- 
lapaxy have  been  of  late  very  satisfactory.  Litholapaxy 
is  a  particularly  favorable  procedure  for  old  men  in  whom 
recurrences  are  frequent  and  who  would  not  be  favorable 
subjects  to  a  cutting  operation  necessitating  general  anes- 
thesia. I  do  not  think  that  htholapaxy  can  be  done  in  the 
majority  of  patients  with  local  anesthesia  and  I  have  there- 
fore made  a  few  litholapaxies  very  successfully  vmder  spinal 
anesthesia  -n-ith  tropa-cocaine.  I  heartily  endorse  Dr. 
Keefe's  remark  that  the  stone-searcher  should  in  all  cases  be 
replaced  by  the  cystoscope.  I  have  seen  a  few  cases  in  which 
the   positive   diagnosis    of    calculus    in    the    bladder   cotild 
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only  be  made  by  the  cystoscope,  while  the  searcher  was  unable 
to  locate  the  calculi,  which  had  disappeared  in  a  diverticulvim 
or  were  located  behind  an  enlarged  prostate  in  such  a  manner 
that  they  couldn't  be  reached  by  the  searcher. 

Dr.  J.  LELAND  BOOGHER  of  St.  Louis:  I  cannot  see  how 
any  one  can  lay  down  laws  of  action  when  every  separate  case 
has  different  conditions  to  be  considered  and  dealt  with.  I 
have  in  mind  now  a  case  at  home  of  an  old  man  sixty-eight 
years  of  age  upon  whom  I  performed  suprapubic  cystotomy 
and  removed  a  very  large  stone  last  March,  since  which  time 
I  have  performed  Htholapaxy  three  times  on  the  same  man 
for  smaU  stones.  He  has  done  very  nicely  under  all  three  of 
the  operations,  and  in  the  suprapubic  cystotomy  I  immedi- 
ately closed  the  bladder,  although  there  was  quite  an  in- 
fection, due  to  an  earher  infection  that  he  had  had  in  early 
life.  There  was  also  a  very  large  prostate  in  this  case.  But 
in  three  separate  instances  since  the  first  operation  it  has 
been  necessary  to  crush  and  remove  very  small  stones.  I 
should  not  think  for  the  removal  of  small  stones  an  operation 
in  each  case  would  be  necessary. 

Dr.  Hugh  Cabot  of  Boston:  I  desire  to  plead  the  cause 
of  litholapaxy.  From  what  I  hear  of  the  discussion  it  seems 
to  me  that  the  case  is  likely  to  go  against  it.  I  should  very 
much  regret  to  beheve  that  in  a  society  of  urology  this  opera- 
tion, developed  and  perfected  in  this  country,  was  so  little 
understood.  I  believe  the  reason  why  the  suprapubic,  or  even 
the  perineal,  operation  has  been  so  largely  used  of  late  years 
is  an  entire  failure  to  understand  the  technique  and  the  real 
basis  of  the  operation  of  litholapaxy.  The  accidents  to  which 
Dr.  Keefe  has  referred  are  the  accidents  which  occur  neces- 
sarily in  the  hands  of  tyros,  with  all  due  respect.  Not  only 
in  the  hands  of  tyros,  but  in  the  hands  of  those  who  have  not 
had  a  proper  geni to-urinary  training.  I  have  myself  seen  the 
bladder  seriously  wounded  in  the  operation  of  htholapaxy, 
but  it  was  in  the  hands  of  a  surgeon  whose  knowledge  of 
genito-urinary  surgery  was  practically  nil.  That  anybody 
can  use  the  lithotrite,  is  not  for  a  moment  contended ;  but  that 
it  is  an  instrument  which,  if  skilfully  used,  will  give  results  of 
the  greatest  excellence,  I  fully  believe. 

The  operation  was  developed  here  by  Bigelow,  and  there 
were  some  points  in  his  technique  frequently  overlooked. 
One  of  them  has  been  referred  to  by  Dr.  Swinburne,  namely, 
forcing  the  stone  to  come  to  the  Uthotrite  and  not  putting  the 
lithotrite  to  the  stone;  the  elevation  of  the  handle  of  the 
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instrument  causing  the  stone  to  fall  to  the  lowest  part  of  the 
bladder.  It  will  inevitably  come  to  the  jaws  of  the  instru- 
ment if  they  are  widely  separated. 

The  possibility  of  catching  the  bladder  wall  can  always  be 
avoided  by  grasping  the  stone  and  moving  the  instrument 
backward  and  forward  in  the  urethra.  If  that  precaution  is 
always  followed,  I  believe  wounding  of  the  bladder  wall  will 
be  impossible. 

It  has  been  suggested  that  the  hthotrite  may  be  a  difficult 
instrument  to  pass.  I  do  not  believe  that  to  be  the  case.  I 
have  seen  a  good  deal  of  operating  with  the  lithotrite,  and 
have  done  a  number  of  cases  myself.  I  do  not  know  of  an 
instrument  that  is  passed  with  greater  ease  by  one  familiar 
with  its  use  than  the  lithotrite.  The  cur\'e  of  the  instrument 
is  such  that  it  slides  very  nicely  along  the  urethra,  and  if  the 
anterior  wall  is  followed,  I  doubt  if  any  serious  diffictilty  will 
be  found. 

The  objection  to  the  operation  appears  to  be  that  it  is  an 
operation  uncertain  of  results.  It  seems  to  me  that  that  is 
immediately  answered  by  any  one  familiar  with  the  use  of  the 
cystoscope.  He  can  at  any  time  following  the  operation  slip 
in  his  cystoscope  and  satisfy  himself  of  the  absolute  cleanliness 
of  the  bladder,  or  of  the  presence  of  fragments.  If  fragments 
are  present,  they  can  be  removed  with  the  pump  during  con- 
valescence. 

A  rule  of  Bigelow  which  he  always  followed  was  that  the 
bladder  should  always  be  washed  out  with  the  pump  ten  days 
after  the  operation.  This,  of  course,  was  before  the  develop- 
ment of  the  cystoscope,  which,  in  many  cases,  will  do  away 
with  the  necessity  of  using  the  pump.  He  used  the  pump  as 
an  eye,  and  with  great  success.  Using  that  technique  of 
always  determining  that  the  bladder  is  empty,  recurrence  of 
stone  is  less  likely  to  follow  lithotrity  or  litholapaxy  than 
in  a  suprapubic  operation. 

I  do  not  think  it  can  be  seriously  contended  by  any  one 
thoroughly  familiar  with  the  statistics  that  a  cutting  operation 
carries  with  it  as  little  risk  as  an  intravesical  operation  in 
equallj'  good  hands.  It  is  undoubtedly  true  that  the  majority 
of  men  cutting  for  stone  today  are  general  surgeons,  and  that 
the  minority,  using  the  lithotrite,  are  skilful  genito-urinary 
stu-geons;  but  the  mere  fact  that  an  operation  can  be  done 
which  will  remove  the  stone  does  not  for  a  moment  justify  it 
or  make  it  the  best  operation.  The  operation  which  we 
should  do  is  the  one  which  wiU  give  the  best  results  in  the 
majority  of  cases,  given  always  equal  skiU  in  all  operations. 
Now  I  do  not  think  it  can  be  seriously  contended  that  a 
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cutting  operation  which  confines  the  patient  to  bed  for  a 
period  of  from  three  to  six  or  eight  weeks  involves  as  little 
danger,  as  little  risk,  as  little  disturbance,  as  an  intravesical 
crushing  operation. 

Dr.  Swinburne  has  told  us  how  easy  that  operation  may  be 
in  selected  cases.  I  am  well  aware  that  in  certain  cases  it 
may  be  an  operation  of  great  difficulty,  and  I  do  not  believe 
it  will  ever  be  indicated  in  all  cases  of  stone.  There  are 
certain  absolute  contra-indications,  such  as  the  impossibility 
of  grasping  the  stone,  that  can  be  determined  with  the  cysto- 
scope.  There  are  certain  cases  noted  by  Bigelow  of  ankylosis 
of  the  hip  in  which  the  lithotrite  cannot  be  passed;  that  will 
be  a  contra-indication.  I  beheve  most  cases  compUcating 
an  enlarged  prostate  in  which  it  is  advisable  to  operate  on  the 
prostate  should  not  be  operated  on  by  litholapaxy,  because  I 
believe  the  prostate  can  be  operated  upon  and  the  stone  removed 
at  one  sitting.  I  do  not  beheve  in  removing  the  stone  at  one 
operation  and  then  operating  on  the  prostate  later,  except 
where  a  drainage  operation — as  described  by  various  gen- 
tlemen in  the  two- stage  operation — is  indicated;  but  the  vast 
accumulated  experience  of  the  Indian  surgeons  and  the 
Enghsh  surgeons  and  of  a  few  selected  surgeons  in  this  country 
makes  it  certain  that  the  mortality  of  htholapaxy  is  very 
small.  I  venture  to  state  that  with  the  modern  knowledge 
of  genito-urinary  surgery  that  mortahty  will  be  less  than  one 
per  cent.  I  do  not  think  it  can  be  compared  with  any  cutting 
operation,  particularly  when  we  take  into  account  the  fact 
that  these  patients  must  practically  be  confined  to  bed  at 
least  for  several  days,  and  perhaps  for  much  longer. 

DR.  H.  O.  Walker  of  Detroit:  I  have  been  very  much 
interested  in  these  papers.  Two  months  after  Bigelow  pub- 
lished his  report  in  the  Jotumal  of  the  Medical  Sciences  I  did 
my  first  litholapaxy,  and  since  then  I  have  done  it  many 
times.  The  milk  of  the  cocoanut  is  the  man  behind  the  gun, 
the  man  who  manipulates  the  hthotrite,  and  it  will  depend 
on  his  skill  as  to  whether  he  will  do  harm  or  not.  I  have 
performed  many  operations  of  this  character  without  tinging 
the  water  in  the  bladder  with  blood.  It  is  simply  a  question 
of  knowledge  of  the  instrument  and  of  the  urethra  and  bladder. 
I  have  done  all  sorts  of  operations  on  the  bladder  for  the 
removal  of  stone,  and  I  certainly  much  prefer  the  lithotrite. 
I  have  very  seldom  had  to  do  the  operation  a  second  or  third 
time.  If  the  operation  is  done  carefully,  it  will  usually  not 
have  to  be  repeated.  As  to  sepsis,  I  do  not  see  why  there  is 
not  more  danger  of  sepsis  in  making  an  incision,  providing  you 
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have  a  septic  bladder,  than  there  would  be  in  using  the  lith- 
otrite,  and  many  patients  have  gone  home  in  three  days  after 
the  operation.  In  fact,  I  have  performed  litholapaxy  in  my 
office,  permitting  the  patient  to  go  home  without  unpleasant 
after  effects. 

DR.  Edgar  Garceau  of  Boston:     Dr.  Keefe  does  not 

advise  doing  this  operation  in  every  case.  There  are  only 

certain  selected  cases  in  which  he  advises  it.  I  do  not  think 
he  made  that  point  clear. 

Dr.  E.  G.  Mark  of  Kansas  City:  It  seems  to  me  that 
there  has  been  a  point  overlooked  in  this  discussion,  and  that 
is  the  fact  that,  while  lithotrity  is  unquestionably  the  opera- 
tion of  choice  in  selected  cases,  there  are  cases,  following  the 
old  idea  of  Nitze,  in  which  litholapaxy  can  be  done  with  the 
cystoscopic  lithotrite.  In  September  of  last  year.  Walker, 
cf  Baltimore,  presented  in  the  Annals  of  Surgery  a  cystoscopic 
lithotrite  which  it  would  seem  to  me  answers  all  of  the  pur- 
poses and  requirements  of  a  lithotrite — that  is,  vision  through 
the  cystoscopic  sheath,  the  grasping  of  the  stone  under  the 
guidance  of  the  eye,  and  the  ability  to  crush  the  stone, 
because  the  lithotrite  itself  will  stand  a  pressure  of  175 
pounds.  After  the  stone  has  been  grasped,  crushed  and 
washed  out,  through  the  cysto-lithotri tic  tube,  the  cystoscopic 
lens  system  may  be  reintroduced  and  we  can  see  whether 
any  fragments  are  left  or  not,  and  if  there  are  any  fragments 
they  can  be  seized  and  crushed.  It  seems  to  me  that  that 
is  the  absolute  acme  of  perfection  in  litholapaxy,  and  I  am 
stirprised  that  it  has  been  overlooked  in  this  discussion. 

Dr.  H.  a.  Fowler  of  Washington:  I  would  like  to  say 
just  a  few  words  in  defense  of  the  lithotrite.  I  am  particu- 
larly glad  that  Dr.  Swinburne  has  brought  this  question  before 
us, —  the  operation  of  litholapaxy  at  the  office. 

I  think  we  gather  from  the  discussion  which  has  pro- 
ceeded thus  far  that  there  is  no  general  rule  that  can  be  applied 
in  the  treatment  of  all  cases  of  stone  in  the  bladder.  In  those 
cases  of  very  large  stone  in  a  small  bladder,  in  which  the 
bladder  capacity  is  so  reduced  that  intravesical  manipulation 
is  difficult,  or  in  those  cases  in  which  stone  in  the  bladder  is 
complicated  by  enlarged  prostate,  litholapaxy  seems  to  be 
not  the  operation  of  choice.  In  the  latter  case  operation 
upon  the  prostate  is  the  essential  thing,  and  the  removal  of 
the  stone  at  the  same  time  is  incidental.  But  in  those  cases 
of  stone  in  the  bladder  occurring  in  young  men,  without  en- 
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largement  of  the  prostate,  and  with  a  working  capacity  of  150 
CO.  and  more,  it  seems  to  me  that  the  operation  of  litholapaxy 
at  the  office  is  the  operation  of  choice. 

During  the  past  year  I  have  had  four  cases  of  this  kind 
occurring  in  young  men,  in  which  the  operation  was  carried 
out  at  the  office  under  a  local  anesthetic  of  4  per  cent  cocaine 
introduced  into  the  bladder,  allowed  to  remain  for  five  min- 
utes and  then  washed  out,  followed  by  the  introduction  of 
the  Hthotrite,  grasping  of  the  stone,  crushing,  and  washing 
out  with  the  evacuator.  In  every  case  it  has  been  possible 
to  check  up  the  work  by  the  cystoscope.  I  mean  to  say,  that 
after  the  crushing  of  the  stone  and  removal  of  the  fragments 
the  cystoscope  was  introduced  and  the  condition  of  the  bladder 
noted.  If  fragments  remained,  the  patient  was  told  to  come 
back  a  week  later,  when  again  the  lithotrite  was  introduced 
and  the  remaining  fragments  crushed  and  evacuated.  In 
every  case  it  has  been  possible  to  cystoscope  the  patient  with 
ease,  without  using  an  irrigating  cystoscope;  that  is,  by  using 
the  plain  Nitze  examining  cystoscope,  which  shows  that 
there  was  not  this  terrible  injury  to  the  bladder,  not  enough, 
in  fact,  to  cause  a  tinging  of  the  solution  in  the  bladder  to 
interfere  with  the  working  of  the  cystoscope  and  a  very  sat- 
isfactory examination  of  the  bladder. 

In  one  case  the  patient  presented  himself  with  the  diagnosis 
made  by  himself  that  he  had  a  small  stone  in  the  bladder,  and 
by  cystoscopic  examination  we  found  a  very  small  phos- 
phatic  stone,  which  was  just  small  enough  to  plug  up  the  in- 
ternal OS  of  the  urethra  and  cause  a  great  deal  of  disturbance. 
It  was  possible  in  that  case  to  introduce  the  evacuator  first, 
and  by  a  few  suctions  of  the  pump  the  stone  was  crushed  by 
being  brought  in  contact  with  the  eye  of  the  catheter,  and 
then  after  two  or  three  suctions  it  came  out  readily. 

In  another  case,  we  tried  the  same  manipulation,  but  we 
had  to  do  in  this  case  with  a  calcium  oxalate  calculus,  which 
was  too  hard  to  crush  in  this  way,  but  almost  small  enough 
to  pass  out  through  the  eye  of  the  evacuating  tube.  In  that 
case,  under  a  local  anesthetic,  at  the  office,  a  lithotrite  was 
introduced,  the  patient  was  put  up  in  the  Trendelenberg 
position,  allowing  the  calculus  to  fall  back  below  the  trigone, 
and  in  that  instance  the  stone  was  readily  found,  although 
it  was  a  very  minute  calculus,  just  a  trifle  too  large  to  come 
through  the  eye  of  the  evacuating  tube.  Yet  it  was  readily 
grasped,  and  by  one  turn  of  the  lithotrite  it  was  crushed  and 
then  evacuated. 

In  every  case  we  controlled  our  work  by  the  use  of  the 
cystoscope,  following  immediately  on  the  crushing,  and  I 
think  that  is  a  very  important  point. 
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I  also  think  it  is  very  important  in  these  cases  not  to  try 
to  do  too  much  at  the  first  s6ance.  If  you  cannot  succeed 
in  crushing  all  the  fragments  and  evacuating  them  at  once, 
do  as  much  as  you  feel  ought  to  be  done  (and  the  patient  will 
help  you  to  decide  how  much  that  is)  wash  out,  and  then  let 
your  patient  go  home,  and  tell  him  to  report  in  a  week  and 
complete  the  operation. 

It  is  surprising  how  little  irritation  follows  this  manipula- 
tion with  the  lithotrite. 

Dr.  Hugh  H.  Young  of  Baltimore:  I  think  it  is  very 
evident  from  the  very  interesting  remarks  made  here  this 
afternoon  that  almost  every  one  is  agreed  that  we  ought  not 
to  have  any  one  way  or  fixed  rule  for  the  treatment  of  stone 
in  the  bladder. 

There  is  no  doubt  about  it,  that  as  a  society  of  urological 
surgeons  we  ought  all  to  be  able  to  do  litholapaxy  skilfully, 
efficiently,  thoroughly,  and  entirely  satisfactorily.  There 
is  not  the  slightest  doubt  that  there  are  a  great  many  stones 
that  ought  not  to  be  operated.  We  see  a  great  many  of  them 
in  young  men,  without  any  infection,  in  which  operation  at 
the  office  as  described  by  Dr.  Fowler  and  Dr.  Swinburne,  can 
be  done  so  simply  that  it  really  is  an  outrage  to  do  a  cutting 
operation.  In  such  a  case  a  cutting  operation  is  out  of  the 
question. 

There  are,  however,  other  cases  with  marked  contracture 
of  the  bladder,  even  in  young  men,  in  which  the  manipulation 
of  an  instrument  is  difficult,  and  in  those  cases  we  have  to  do  a 
suprapubic  or  a  perineal  operation.  If  the  bladder  is  markedly 
contracted,  I  think  that  a  perineal  operation  is  better,  be- 
cause in  these  cases  it  is  often  difficult  to  reach  the  bladder 
suprapubically,  the  peritoneum  being  well  down  over  the 
front  of  the  bladder  behind  the  pubes  and  attached  to  it  by 
fibrous  adhesions,  as  it  often  is  in  these  cases,  making  a 
suprapubic  operation  much  more  difficult;  and  in  these  cases 
a  simple  perineal  lithotomy,  done  either  by  the  old  lateral 
method  or  by  the  more  modern  method,  in  which  the  prostate 
is  exposed,  is  certainly  preferable  to  the  suprapubic  route. 
There  are,  however,  other  cases  in  which  a  suprapubic  opera- 
tion is  entirely  indicated  and  a  very  good  operation,  and  the 
method  described  by  Dr.  Keefe  of  immediate  suture  certainly 
has  very  much  to  recommend  it.  In  markedly  infected 
cases,  though,  I  do  not  believe  immediate  suture  should  be 
done,  and  I  think  we  ought  to  be  very  careful  as  to  how  much 
we  suture  the  abdominal  wound.  I  had  recently  a  very 
unfortunate  experience  in  which   I   closed   too  tightly  the 
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abdominal  wound,  and  the  patient  had  an  extravasation 
beneath  and  into  the  rectus,  and  died  two  weeks  after  the 
operation  from  infection.  I  think  we  have  got  to  be  very- 
careful  on  account  of  the  very  intimate  and  extensive  lym- 
phatic drainage  over  the  suprapubic  space.  In  cases  not  so 
badly  infected  we  can  easily  close  the  bladder. 

If  the  bladder  is  markedly  trabeculated,  the  crushing 
operation  is  not  to  be  done.  Often  it  is  very  difficult  to  get 
the  fragments  out,  or  to  do  this  crushing  properly,  for  the 
fragments  are  left  in  pouches. 

Where  the  prostate  is  enlarged  the  stone  ought  to  be  taken 
out  at  the  time  of  the  operation.  There  has  been  more  tom- 
my-rot published  about  a  two-stage  operation  for  prostatic 
hypertrophy  than  anything  else.  I  am  thoroughly  convinced 
if  we  are  able  to  take  it  out  it  should  be  taken  out  without 
wasting  time.  All  we  get  are  adhesions  and  trouble  and 
inflammation,  and  it  is  a  waste  of  time  to  bother  about  a 
two-stage  operation. 

Those  who  are  fond  of  the  perineal  route  have  the  pleastire 
of  knowing  that  the  statistics  of  stone  removal  through  the 
perineum  are  a  great  deal  better  than  removal  through  the 
suprapubic  route.  I  personally  prefer  that  very  greatly, 
because  I  think  the  drainage  is  better.  I  think  we  can  get  out 
just  as  large  a  stone,  there  is  no  danger  of  incontinence,  and 
if  we  know  our  anatomy  and  are  cautious  to  do  a  careful 
operation  we  ought  not  to  endanger  the  recttim. 

Personally,  I  believe  that  when  a  stone  is  complicated  by 
enlarged  prostate  the  prostate  ought  first  to  be  taken  out 
through  the  perineum,  and  the  stone  removed  afterwards. 
The  mortality  of  both  operations  is  so  very  slight  that  it  is 
hardly  to  be  considered  now.  I  recently  reported  128  cases 
in  which  the  prostate  was  removed  without  a  single  death. 
Unfortunately,  one  man  came  along  and  broke  my  record 
very  shortly  after  that  report.  But  it  shows  very  distinctly 
that  the  operation  through  the  perineum  is  a  very,  very  slight 
affair. 

Dr.  Gust  AVE  Kolischer  of  Chicago:  This  discussion 
reminds  me  very  much  of  the  war  that  was  waged  for  a  good 
many  years  among  gynecologists  as  to  whether  they  should 
operate  through  the  vagina  or  from  above  through  the 
abdomen.  For  a  number  of  years  every  man  who  did  not 
operate  all  of  his  cases  through  the  vagina  was  considered 
antiquated.  After  the  smoke  cleared  away  the  situation 
was  this:  There  are  cases  where  we  should  operate  through 
the  vagina  and  cases  where  we  should  operate  from  above, 
provided  that  the  operator  is  familiar  with  the  technique. 


106 

The  same  holds  good  in  discussing  the  advantages  and 
disadvantages  of  litholapaxy  as  compared  with  a  cutting 
operation.  I  think  the  situation  is  this:  If  there  are  no  con- 
tra-indications,  then  we  should  remove  the  stone  by  litho- 
lapaxy. If  we  have  additional  indications,  then  we  should  do 
a  cutting  operation  upon  the  bladder.  At  the  same  time,  I 
would  not  try  to  minimize  the  dangers  of  litholapaxy;  even 
in  the  hands  of  a  master  who  has  performed  hundreds  and 
hundreds  of  such  operations,  there  will  always  be  certain 
dangers.  For  instance,  it  happens  quite  frequently  that  a 
stone  will  break  up  into  small  splinters,  and  these  are  apt  to 
lodge  in  the  vesical  wall.  Take  an  inflamed  bladder,  an 
infiltrating  cystitis,  and  it  is  absolutely  impossible  to  discover 
with  the  cystoscope  such  splinters  after  they  are  buried  in 
the  vesical  wall.  I  have  examined  such  cases  myself,  and 
later  on  had  to  open  the  bladder  on  account  of  a  perivesical 
inflammation,  or  saw  them  at  post  mortem  when  it  was  abso- 
lutely impossible  to  discover  those  splinters  with  the  cysto- 
scope. Even  the  cystoscope  is  not  an  instrtunent  by  which 
we  can  perform  miracles.  It  will  happen  even  to  masters 
that  the  bladder  will  bvirst,  either  dviring  continuous  contrac- 
tions, or  when  we  try  to  pump  it  out.  There  are  bladders  so 
thin  that  they  cannot  stand  any  pressure. 

As  to  the  other  question,  Whether  we  should  resort  to  a 
perineal  or  a  suprapubic  operation  if  we  do  a  cutting  operation, 
I  am  strongly  in  favor  of  the  suprapubic.  There  is  no  svu-geon 
who  can  guarantee  that  he  will  remove  every  calculus  through 
the  perineal  route.  I  have  seen  two  cases  where  it  was  im- 
possible to  discover  all  of  them,  where  there  were  two  stones 
and  we  removed  only  one.  There  is  a  case  on  record  where  a 
stone  was  seen  with  the  cystoscope,  but  after  the  bladder  was 
opened  it  could  not  be  found  at  all.  In  another  case  in 
which  a  suprapubic  operation  was  done,  the  patient  was  put  in 
the  Trendelenberg  posture  and  the  stone  went  so  far  out  of 
reach  that  it  could  not  be  found  with  the  finger  through  the 
button-hole  incision  in  the  bladder. 

I  want  to  protest  against  perineal  drainage.  If  we  have  to 
deal  with  an  infiltrating  cystitis  we  will  never  cure  it  unless 
we  make  a  free  suprapubic  operation. 

Now,  there  are  the  dangers  due  to  the  interference  and 
those  due  to  the  anesthesia.  The  surgical  profession  at  large 
does  not  realize  it,  but  a  patient  does  not  die  from  uremia 
because  we  incise  his  bladder.  The  diseased  kidney  cannot 
stand  the  chloroform  or  ether.  Even  the  smallest  quantities 
of  these  will  lead  to  fatty  degeneration  and  occasionally  to 
absolutely  fatal  congestion  of  the  kidneys,  and  always  to 
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more  or  less  myocarditis  with  interference  with  the   blood 
presstire. 

The  danger  of  the  suprapubic  operation  is  not  much  greater 
if  you  do  sew  up  the  bladder  than  if  you  do  not.  To  claim 
that  sepsis  is  due  to  closing  the  bladder  is  not  rational.  There 
is  no  such  thing  as  a  septic  organ.  Sepsis  is  a  general  condi- 
tion, that  is,  when  the  system  is  inundated  by  the  toxins  so 
that  the  heart  and  respiratory  organs  are  interfered  with. 

Dr.  William  E.  Lower  of  Cleveland:  I  think  the  Pres- 
ident in  his  address  this  morning  brought  out  an  important 
point  which  has  a  bearing  on  the  choice  of  operation  in  stone 
of  the  bladder,  that  is,  the  importance  to  the  urologist  of  a 
knowledge  of  general  surgery.  The  surgeon  who  can  do  the 
crushing  operation  well  may  not  be  able  to  do  the  suprapubic 
operation  equally  well.  The  suprapubic  operation  can  be 
made  a  very  simple  and  safe  operation,  especially  by  any  one 
who  has  had  experience  in  abdominal  sections.  It  certainly 
gives  a  good  exposure  of  the  bladder,  without  the  danger 
of  traumatism.  I  regret  that  I  was  not  present  to  hear  the 
description  of  the  technique.  It  has  been  my  custom  to 
thoroughly  wash  the  bladder,  fairly  well  distend  it,  put  the 
patient  in  the  Trendelenberg  posture,  and,  if  there  are  no  con- 
tra-indications,  give  nitrous  oxide  with  oxygen,  as  the  opera- 
tion ordinarily  does  not  require  great  length  of  time.  After 
the  bladder  is  exposed  a  tenaculum  forceps  is  placed  on  each 
side  of  the  point  at  which  the  incision  is  to  be  made,  and  a 
clean-cut  incision  made  through  the  bladder  wall.  The  cut 
surface  is  not  caught  with  hemostatic  forceps,  as  is  so  often  the 
rule.  After  the  stone  is  removed  fine  chromic  catgut  is  used 
for  making  a  double  row  of  sutures,  the  first  an  apposition 
suture  and  the  second  row  over  and  over.  A  rubber  or 
cigarette  drain  is  generally  inserted  down  in  the  space  of 
Retzius  and  allowed  to  remain  a  few  days.  There  is  seldom, 
if  ever,  any  leakage.  The  patient  is  allowed  to  sit  up  on  the 
following  day.  Convalescence  is  as  a  rule  short,  the  patients 
not  being  obliged  to  remain  in  the  hospital  from  two  or  three 
weeks  to  two  or  three  months,  as  has  just  been  stated,  but 
generally  out  in  from  ten  days  to  two  weeks.  I  believe 
the  dangers  of  the  suprapubic  operation  have  been  entirely 
overestimated. 

Dr.  Swinburne  (in  closing) :  I  am  very  much  gratified 
at  the  discussion  that  has  taken  place.  I  reported  my  cases 
not  with  the  idea  that  litholapaxy  was  the  only  operation, 
but  in  order  to  bring  litholapaxy  before  you,  and  to  make  a 
plea  for  its  advantages  in  certain  cases. 
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I  was  very  much  interested  in  the  cases  reported  by  Dr. 
Keefe,  and  unquestionably  cystotomy  is  indicated  in  some 
cases. 

The  discussion  has  brought  out  all  the  points,  it  seems  to 
me,  but  I  want  to  say  a  few  more  words.  First,  as  regards 
the  amount  of  skill  that  is  necessary  to  do  a  litholapaxy.  I 
think,  of  course,  that  one  cannot  acqmre  too  much  skill,  but 
any  one  who  is  accustomed  to  the  use  of  the  cystoscope,  who 
is  accustomed  to  using  instniments  in  the  bladder,  can  very 
easily  acquire  the  technique  for  performing  a  successful 
litholapaxy. 

The  first  case  that  I  told  of  was  the  first  case  that  I  ever  did 
alone,  by  myself,  having  the  full  responsibility  of  the  case. 
Before  that  I  had  assisted  at  one  ten  years  before,  and  I  had 
seen  one  or  two  operations  done  by  others  in  the  hospital, 
besides,  in  my  student  daj^s.  This  man  came  who  had  prac- 
tically a  non-sensitive  tirethral  canal,  that  is,  he  bore  urethral 
instrumentation  very  easily.  I  got  a  Uthotrite  simply  for 
the  purpose  of  measuring  the  stone,  and  it  caught  one  stone 
easily,  and  then  in  turning  the  instrument  I  found  that  he 
had  a  second  calculus  in  the  bladder,  and  it  occurred  to  me 
that  that  stone  could  be  removed  without  cutting  and  without 
general  anesthesia.  In  fact,  he  said  that  he  would  not  be 
cut,  anyhow.  The  first  stone  was  removed  in  half  an  hour. 
I  did  not  try  to  get  out  all  the  fragments.  The  second  stone 
was  crushed  a  month  later.  I  studied  that  case  for  one  or 
two  months  before  I  attempted  to  do  anything  to  it. 

That  led  me  to  use  litholapaxy  in  other  cases.  I  have 
performed  the  operation  about  fifteen  times  now,  and  I  have 
had  to  do  only  one  cutting  operation.  That  was  a  man  with 
a  large  stone  that  measured  three  and  a  half  by  one  and  a  half 
inches,  and  the  bladder  was  contracted  right  around  that 
stone  in  such  a  way  that,  even  under  profovmd  anesthesia, 
two  oimces  of  water  injected  into  the  bladder  were  imme- 
diately ejected.  The  stone  was  removed  by  suprapubic 
operation,  and  the  patient  recovered.  He  was  a  man  seventy- 
three  years  old  then,  and  he  is  today  seventy-six  and  in  good 
health. 

What  Dr.  Fowler  has  told  us  about  the  ease  of  removing 
small  stones  in  the  office,  I  can  only  reiterate.  Of  course,  if 
you  have  a  stone  with  a  nucleus  of  chewing  gum,  the  lithotrite 
is  not  a  good  instrument  to  use,  but  we  have  in  the  cysto- 
scope a  good  instrument  to  tell  us  something  about  the  condi- 
tions in  the  bladder  and  the  position  of  the  stone.  There  are 
only  one  or  two  points  in  the  technique.  We  ought  to  learn 
how  to  make  the  stone  seek  the  instrument,  and  then  we  do 


109 

not  perform  any  unnecessary  movements  of  the  instniment; 
and  the  other  is  not  to  perform  a  long  and  exhausting  opera- 
tion on  the  patient,  but  to  do  the  operation  in  stages.  With 
the  use  of  urotropine  and  local  treatment  of  the  bladder,  this 
can  be  done  very  easily. 

Dr.  Keefe  (in  closing) :  The  very  liberal  discussion  given 
to  these  papers  has  shown  very  conclusively  that  there  is  no 
one  method  that  can  be  adopted  in  all  cases  for  the  removal 
of  stone.  Perhaps  I  did  not  make  myself  clear.  I  certainly 
think  that  Utholapaxy  has  its  place  in  surgery,  and  that  when 
there  is  occasion  to  remove  an  enlarged  prostate  we  should 
also  remove  the  stone,  if  one  is  present,  through  the  same 
wound.  I  should  not  beUeve  in  doing  a  suprapubic  operation 
under  those  circumstances.  While  most  of  the  members  of 
this  Association  may  be  experts  in  Utholapaxy,  we  must 
remember  that  the  great  majority  of  stones  to  be  removed 
in  this  country  are  not  to  be  removed  by  the  members  of  this 
Association,  and  that  the  general  surgeon  does  remove  these 
stones,  and  oftentimes  very  successftdly  as  well.  I  still 
believe  that  there  is  a  good  field  for  the  removal  of  stone  by 
the  suprapubic  method,  and  it  is  certainly  a  very  simple  one. 


REPORT     OF     SOME     INTERESTING    AND 
OBSCURE  UROLOGICAL  CASES. 


LEWIS  W.  BREMERMAN, 
CHICAGO,  ILL. 


Rather  than  write  upon  any  one  subject  appertain- 
ing to  the  uro-genital  system,  I  considered  that  a 
report  on  a  few  cases  would  be  more  interesting  to 
you,  for,  as  you  know,  the  speciaUst  is  consulted  in 
regard  to  the  more  difficult  and  obscure  cases  and  is 
compelled  to  arrive  at  an  accurate  and  positive 
diagnosis. 

Case  1.  A  woman  55  years  of  age,  who  had  always 
been  in  excellent  health  until  just  prior  to  the  time 
I  saw  her  first. 

Her  physician  made  a  diagnosis  of  appendicitis, 
and  suggested  immediate  operation.  At  the  opera- 
tion it  was  found  that  his  diagnosis  was  correct,  and 
a  gangrenous  appendix  was  found.  During  the 
course  of  the  operation  there  was  a  profuse  hemor- 
rhage. The  bleeding  was  controlled  by  clamp  and 
ligature. 

The  patient  recovered  from  the  immediate  effects 
of  the  operation,  but  the  abdominal  woimd  refused 
to  heal,  there  being  a  sinus  which  poured  forth  a 
large  quantity  of  secretion.  The  physician  in  charge 
suspected  this  to  be  urine,  and  I  was  called  in  con- 
sultation. 

Methylene  blue  w^as  prescribed,  and  the  secretion 
from  the  abdominal  sinus  was  distinctly  blue. 
Some  of  the  secretion  was  collected  in  a  test  tube 
and  was  tested  for  urea.  This  test  was  positive. 
The  methylene  blue  test  and  the  urea  test  proved 
conclusively  that  the  sinus  was  pouring  forth  urine. 
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It  was  suggested  that  a  cystoscopic  and  ureteral 
catheterization  be  performed.  I  found  that  the 
ureteral  catheter  would  only  pass  up  the  right  ureter 
as  far  as  six  inches  from  the  ureteral  orifice.  I  used 
small-sized  catheters  with  different  shaped  points,  but 
was  unable  to  pass  beyond  the  obstruction. 

My  idea  of  passing  a  catheter  was  not  only  for 
diagnostic  purposes,  but  I  thought  that  if  a  catheter 
could  be  passed  into  the  kidney  pelvis  that  the  kidney 
could  be  drained  through  the  catheter,  thus  allowing 
the  sinus  to  heal. 

As  the  point  of  obstruction  was  six  inches  from 
the  uretic  orifice  my  conclusions  were  that  during 
the  operation  the  external  iliac  artery  had  been 
caught  in  the  Hgature  and  necrosis  followed,  resulting 
in  a  urinary  fistula  opening  through  the  woimd  in 
the  abdominal  wall. 

A  catheter  was  left  in  place  for  forty-eight  hours, 
when  I  tried  again  to  pass  a  catheter  through  the 
obstruction,  but  without  success. 

I  suggested  operation  for  the  purpose  of  uniting  the 
ends  of  the  ureter,  and  gained  the  patient's  consent 
to  nephrectomize  if  it  was  impossible  to  join  the  ends 
of  the  ureter. 

The  function  of  the  other  kidney  was  tested 
thoroughly  and  appeared  to  be  normal. 

At  the  time  of  operation  I  again  passed  a  catheter 
into  the  injured  ureter  as  far  as  it  would  go,  to  aid 
me  in  the  search  for  the  upper  end  of  the  lower  frag- 
ment, and  to  act  as  a  drain  for  the  kidney  while  the 
ureteral  wound  was  heaUng. 

The  incision  was  the  ordinary  one  used  for  expos- 
ing the  ureter.  I  found  a  mass  of  adhesions,  includ- 
ing the  ureter,  the  external  iHac  artery  and  vena 
cava.  I  endeavored  to  gently  break  up  these  adhe- 
sions, but  found  this  impossible,  so  concluded  that 
the  best  thing  to  do  was  a  nephrectomy ;  consequently 
the  incision  was  extended  upward,  the  kidney  exposed 
and,  with  difficulty,  owing  to  adhesion,  removed. 
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The  pedicle  being  so  short,  I  found  that  it  was 
impossible  to  ligate  it,  so  left  the  clamp  in  place  for 
seventy-two  hours.  The  kidney  was  nearly  twice  the 
size  of  a  normal  organ,  and  upon  incision  several  areas 
of  septic  infection  were  found,  with  a  large  amount  of 
pus  in  the  pelvis. 

From  the  immediate  effects  of  the  operation  the 
patient  made  an  uninterrupted  recovery.  Two  or 
three  days  after  the  operation  my  attention  was 
called  to  a  severe  ulceration  located  on  the  left  thigh 
in  the  region  of  the  great  trochanter.  Notwith- 
standing careful  surgical  care,  this  sore  became  a 
deep,  foul,  sloughing  area  which  failed  to  respond  to 
all  ordinary  methods. 

There  was  no  specific  history  of  treatment,  but 
nevertheless  I  concluded  to  place  her  upon  large  doses 
of  iodalbin,  which  to  my  mind  is  far  better  than 
potassium  iodide.  The  sore  healed  rapidly  under 
this  treatment.  I  have  watched  this  patient  care- 
fully ever  since  the  operation  last  September.  The 
urine  has  been  carefully  examined  from  time  to  time, 
and  I  have  found  that  the  one  kidney  is  functionating 
normally  and  the  patient  is  in  excellent  health. 

The  interesting  features  of  this  case  are  these: 
The  importance  of  the  ureteral  catheter  in  diag- 
nosing accurately  the  location  of  the  lesion;  the 
fact  also  that  it  could  be  used  as  a  guide  and  for 
drainage  of  the  kidney  if  the  ureter  had  been  joined. 
(In  ureteral  work  this  fact  has  not  been  mentioned 
before.)  A  particularly  interesting  feature  of  the  case 
is  the  rapidity  of  the  infection  of  the  kidney,  only 
two  weeks  elapsing  between  the  operations,  and  the 
kidney  already  markedly  septic.  This  only  goes  to 
show  how  rapidly  an  ascending  infection  may  travel. 

Case  2.  A  physician,  52  years  old.  Family  history- 
negative. 

Previous  history.  For  several  years  had  rather 
severe  pains  in  the  back.     Diagnosed  the  condition 
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himself  as  lumbago.  Accidentally  he  noticed  some 
pus  in  his  urine  and  consulted  one  of  our  leading 
surgeons.  X-ray  plate  showed  a  stone  in  his  right 
ureter  about  four  inches  from  its  upper  end.  An 
operation  was  recommended,  and  the  ureter  cut 
down  on  and  a  stone  removed.  This  was  about  three 
years  ago.  The  woiind  failed  to  heal;  there  was  a 
urinary  fistula  lasting  for  many  weeks. 

My  acquaintance  with  the  case  began  last  May. 
Urinary  analysis  showed  me  a  marked  purulent 
pyehtis.  Suggested  lavage  of  the  pelvis.  Upon 
cystoscopic  examination  of  the  bladder  found  that 
viscus  showed  areas  of  chronic  inflammation.  The 
right  ureteral  orifice  was  swollen,  red,  had  the  typical 
golf-hole  appearance  so  clearly  described  by  Fenwick. 

I  passed  a  catheter  and  found  that  there  was  an 
obstruction  ten  inches  from  the  ureteral  orifice.  A 
very  small  catheter  was  used  and  passed  into  the  renal 
pelvis.  A  sample  of  very  pusy  urine  was  collected. 
The  pelvic  cavity  was  measured  and  shown  to  hold 
120  cc.  of  fluid. 

Diagnosis.  Stricture  of  the  ureter  at  ten  inches 
with  marked  dilation  of  the  renal  pelvis.  Tests  for 
kidney  functions  have  shown  that  both  kidneys  are 
functionating  normally.  Microscopical  examination 
shows  no  involvement  of  the  kidney  proper. 

This  stricture  was  gradually  dilated,  and  at  each 
treatment  lavage  of  the  renal  pelvis  was  performed. 
Patient  improved  considerably  and  decided  not  to 
have  treatments  any  longer.  There  was  some  dis- 
comfort in  the  deep  urethra  following  the  instru- 
mentation. He  has  returned  again  after  several 
months  with  considerable  pus  in  his  urine  and  I  find 
that  his  inflammation  has  returned  and  the  tureteral 
stricture  has  contracted  once  again. 

My  opinion  of  the  case  is  that  lavage  will  clean  up 
the  septic  condition,  but,  owing  to  the  marked  dila- 
tion and  saculation  of  the  pelvis  with  the  accumu- 
lation of  the  iirine  which  remains  and  becomes  decom- 
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posed,  the  condition  is  apt  to  recur.  I  here  suggest, 
just  as  soon  as  the  condition  is  again  cleaned  up, 
the  stricture  dilated  and  the  inflammatory  process 
eradicated,  cutting  down  upon  the  pelvis,  resecting  a 
portion  of  it,  and  transplanting  the  ureter  into  this; 
thus  getting  rid  of  this  markedly  sacculated  pelvis 
and  overcoming  the  chance  for  reinfection  and 
possibly  destruction  of  the  kidney. 

I  feel  that  if  the  original  operation  had  been  per- 
formed a  little  differently  the  resulting  stricture 
might  have  been  aborted. 

Instead  of  cutting  down  on  the  stone  and  remov- 
ing it  through  the  urethral  wall,  I  believe  it  would 
have  been  better  to  open  the  pelvis  and  by  manipu- 
lation with  a  pair  of  long  alHgator  forceps  to  have 
caught  the  stone  and  pulled  it  upward  into  the 
pelvis.  Another  interesting  feature  of  the  case  is 
the  fact  that  the  septic  condition  of  the  pelvis  was 
eradicated  by  the  lavage  of  the  kidney.  Culture  of 
the  urine  showed  pure  colon  bacilli. 

Case  3.  Gentleman  aged  74  years,  sent  to  me  by  Dr. 
Andrews  of  Belvidere,  111.  Family  history  negative. 
Previous  history,  as  far  as  uro-genital  conditions 
are  concerned,  negative. 

Present  history.  Present  trouble  began  several 
months  prior  to  my  seeing  the  case,  with  frequent 
micturition  during  the  night,  accompanied  by  con- 
siderable pain.  A  short  time  later  (about  one  month 
prior  to  my  seeing  him)  the  urine  became  bloody. 
A  specimen  of  urine  was  sent  me;  analysis  was  as 
follows : — 

Color,  dark  brown. 

Sp.  G.,  1016. 

Reaction,  neutral. 

No  sugar. 

Albumin,  present. 

Microscopical  exanthmtion : — 

Blood  globules,  considerable  number. 
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Crystals,  of  uric  acid  and  calcium  oxalate  in  large 
numbers. 

Pus,  moderate  number. 

Epithelia  from  pelvis  of  kidney,  moderately  large 

number. 

Epithelia  from  superficial  layer  of  bladder,  moderate 

number. 

Epithelia  from  middle  layer  of  bladder,  few. 
EpitheHa  from  deep  layer  of  bladder,  none. 
EpitheHa  from  prostate  layer  of  bladder,  moderate 

number. 

Microscopical  diagnosis.  Hemorrhage  from  the 
pelvis,  due  either  to  stone  or  irritation  from  the  excess 
of  crystals,  together  with  hypertrophy  of  the  prostate. 
I  suggested  sending  the  patient  to  me  for  examina- 
tion, which  was  done.  Rectal  examination  shows 
enlargement  of  the  prostate  in  all  diameters,  par- 
ticularly right  side.  There  was  some  pain  on 
examination. 

Cystoscope  was  passed  with  some  difficulty  through 
the  prostatic  urethra.  The  picture  showed  the 
bladder  wall  to  be  inflamed  to  a  sHght  degree.  The 
prostate  protruded  well  into  the  bladder.  Might 
mention  here  that  there  was  three  ounces  of  residual 
urine.  Bloody  urine  was  seen  pouring  from  the  right 
ureteric  orifice,  which  was  edematus  and  red. 

A  ureteral  catheter  was  passed  through  this  orifice 
with  difficulty. 

The  left  ureteric  orifice  was  quite  normal  in  appear- 
ance. A  sample  of  urine  was  collected  which  showed 
bloody  urine. 

As  I  always  make  it  a  rule  to  wash  the  pelvis  and 
the  ureter  after  catheterization,  I  did  so  with  1-12000 
nitrate  of  silver  solution. 

Microscopical  examination  of  the  kidney  showed — 

Blood  globules. 

Pus. 

EpitheHa  from  the  pelvis. 

Uric  acid  and  calcium  oxalate  crystals. 
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The  patient  was  sent  home  and  two  days  later 
passed  a  small  stone  from  the  pelvis  into  the  bladder, 
which  was  later  passed  through  the  urethra. 

The  bleeding  discontinued.  The  physician  in 
charge  was  directed  to  wash  the  bladder  twice  weekly 
with  a  nitrate  of  silver  solution.  This  did  not  de- 
crease the  night  frequency,  but  micturition  was  asso- 
ciated with  much  less  pain. 

I  have  advised  prostatectomy,  which  I  will  per- 
form some  time  this  month. 

I  was  particularly  anxious  to  have  the  kidney  con- 
dition improved  before  I  attempted  prostatic  work. 

The  important  feature  of  this  case  is  the  cysto- 
scopic  findings,  which  corroborated  the  microscopical 
examination. 

Microscopical  urinary  diagnosis  is  particularly 
essential,  for  always  by  a  careful  study  of  the  epi- 
theha  present  we  are  quite  able  to  come  to  a  definite 
understanding  as  to  the  exact  location  of  the  patho- 
logical lesion. 

Case  5.  Female,  tmmarried,  aged  37.  Family  his- 
tory negative.     Previous  history  negative. 

Present  history.  About  seven  years  ago  urinary 
trouble  began  with  frequency  of  urination.  At  the 
time  of  her  first  visit  to  me  was  unable  to  hold  urine 
at  all  during  the  day  and  was  compelled  to  use  a 
napkin  continually.  At  night  she  had  to  get  up 
seven  or  eight  times. 

Analysis  of  urine  sent  to  me  before  seeing  her. 

Microscopical  examination : — 

Blood  globules,  few. 

Casts,  none. 

Crystals,  few  uric  acid. 

Epithelia  from  convoluted  tubules,  none. 

EpitheHa  from  straight  collecting,  none. 

Epithelia  from  pelvis  of  kidney,  none. 
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Epithelia  from  ureter,  none. 

Epithelia,  upper  layer  of  bladder,  very  numerous, 

Epithelia,  middle  layer  of  bladder,  moderately  large 
number. 

Epithelia,  deep  layer  of  bladder,  quite  a  few. 

Epithelia,  vagina,  few. 

Epithelia,  mucous,  moderately  large  number. 

Pus  corpuscles,  very  numerous. 

Connective  tissue,  few  shreds. 

Fat  globules,  few  free  fat  globules  as  well  as  globules 
in  the  cells. 

Microscopic  diagnosis.    Chronic  ulcerative  cystitis. 

Patient  was  brought  to  me  and  cystoscopic  findings 
were  as  follows:  Very  sensitive  and  would  not  retain 
more  than  one  ounce  of  fluid,  but  under  continual 
irrigation  I  was  able  to  make  an  examination.  The 
bladder  wall  was  markedly  congested,  the  blood 
vessels  appearing  enlarged  and  swollen. 

The  ureteral  orifices  were  normal  in  appearance, 
but  just  above  and  to  the  inner  side  of  the  right 
ureteral  orifice  there  was  an  ulceration  about  the 
size  and  shape  of  the  little  finger  nail.  It  was 
punched  out,  the  edges  were  smooth  and  regular,  the 
base  was  made  up  of  red,  firm  granulative  tissue. 
It  seemed  to  extend  to  the  submucous  tissue. 

My  diag)iosis  was  simple  ulcer  of  the  bladder  with 
chronic  cystitis. 

This  ulceration  may  be  differentiated  from  a  tuber- 
cular ulcer  in  the  regularity  of  its  edges,  the  appear- 
ance of  its  base,  the  absence  of  imdermining  of  the 
margins  and  of  surrounded  tubercles  and  tubercu- 
losis in  the  other  organs. 

In  this  case  the  ureters  were  catheterized  and  a 
sample  collected. 

Examination  showed  normal  urine  from  both 
kidneys. 

Three  days  later  I  had  the  patient  come  again  and 
through   a    Kelly   cystoscope,    and  after  drying  the 
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bladder  thoroughly,  touched  up  the  ulceration  with  a 
saturated  solution  of  potassium  permanganate.  I  per- 
formed lavage  of  the  bladder  three  times  a  week  with 
1-2000  formalin  solution,  filling  that  viscus  to  toler- 
ance (in  the  beginning  could  only  use  three  ounces) .  She 
has  been  under  my  care  ten  months.  The  ulceration 
healed  in  three  weeks.  She  became  so  that  she  could 
retain  the  urine  for  a  short  time,  the  time  increasing 
as  she  improved. 

At  present  the  bladder  will  hold  ten  otmces,  and 
she  passes  the  urine  about  every  2^  hours  by  day 
and  arises  occasionally  once  at  night.  This 
patient  had  been  treated  for  some  time  with  urinary 
antiseptics,  and  had  had  the  bladder  opened  and 
drained  on  one  occasion. 

Case  6.  A  female,  married.  Had  had  several  years 
of  bladder  trouble.  Had  five  operations,  the  bladder 
being  opened  and  drained;  these  all  were  followed  by 
relief  for  a  short  time.  She  fell  into  the  hands  of 
Dr.  Loewy  of  Oak  Park,  who  called  me  in  consulta- 
tion. I  recommended  cystoscopic  examination.  She 
was  so  tender  and  sensitive  that  I  was  compelled  to 
resort  to  general  anesthesia  before  I  was  able  to 
come  near  her. 

She  was  in  such  a  condition  that  the  urine  ran  from 
the  bladder  spontaneously  both  day  and  night. 

Cystoscopy  revealed  a  marked  contracted  bladder 
holding  only  four  ounces. 

The  bladder  mucosa  was  intensely  red;  consider- 
able pus  and  shreds  were  floating  around  in  the 
fluid.  There  was  a  marked  ulceration  extending 
along  the  old  bladder  scar  for  three-quarters  of  an  inch. 
Kidneys  were  normal,  as  catheterized  specimen  showed. 

Diagnosis.    Ulceration  of  the  bladder. 

I  turned  the  case  over  to  Dr.  Loewy  with  instruc- 
tions to  wash  the  bladder  daily  with  formalin,  follow- 
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ing  an  injection  of  a  solution  of  one  of  the  silver  salts. 
He  tells  me  that  in  the  beginning  he  had  a  terrible 
time,  as  the  woman  would  almost  faint  at  the  passage 
of  the  catheter. 

Dr.  Loewy  tells  me  that  she  is  entirely  cured,  going 
two  or  three  hours  without  passing  the  urine,  and 
sleeping  through  the  entire  night.  Her  bladder 
capacity  is  about  eight  ounces. 

During  the  course  of  the  treatment,  which  extended 
over  about  six  months,  she  had  one  relapse,  but  her 
condition  was  not  nearly  so  bad  as  in  the  beginning. 
The  operations  were  all  performed  without  a  correct 
idea  as  to  the  nature  of  the  trouble. 

Cystotomy  is  an  easy  procedure  and  will  rest  the 
bladder  for  the  time,  but  it  must  not  be  forgotten 
that  frequent  operations  upon  that  viscus  will  pro- 
duce a  marked  contraction  of  that  organ,  followed 
sometimes  by  very  annoying  sequelcB. 

Case  6.    Female,  aged  39,  unmarried. 

Family  history.  Father  died  of  some  kidney  con- 
dition, one  sister  has  chronic  bladder  trouble,  and 
one  brother  has  had  two  attacks  of  severe  renal 
coHc. 

Previous  history.  All  the  diseases  of  childhood. 
Ten  years  ago  had  some  uterine  trouble  and  had 
curettage  performed.  At  that  time  had  a  catheter 
passed,  which  was  followed  by  a  marked  inflammation. 
Had  pain  and  burning  in  the  bladder  and  frequency 
of  micturition.  Was  about  three  months  under  treat- 
ment. Last  February  had  an  operation  for  some 
ovarian  trouble. 

The  wound  became  septic  and  she  began  to  have 
bladder  symptoms.  Had  also  at  this  time  a  dis- 
charge from  the  vagina.  This  was  examined,  and 
report  showed  gonococci  present. 

The  patient  had  frequency  of  micturition  with 
burning  pain,  which  was  also  continuous  and  par- 
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ticularly  marked  after  emptying  the  bladder.     She 
was  treated  by  bladder  lavage. 

When  I  first  saw  the  case  she  only  voided  urine 
about  eight  or  nine  times  during  the  day  and  twice  at 
night.  Pain  was  continuous,  but  was  very  severe 
immediately  following  urination  and  would  last  for 
about  one-half  hour. 

I  examined  the  vaginal  secretion  and  could  find  no 
evidence  of  gonorrhea. 

Microscopical  urinary  report  was  as  follows : — 

Blood  globules,  very  few. 

Pus  corpuscles,  moderate  number. 

Epitheha  from  upper  layers  of  bladder,  few. 

Epithelia  from  deep  layers  of  bladder,  abundant. 

Fat  globules,  both  in  free  groups  and  in  the  pus 
corpuscles  and  epithelia. 

Connective  tissue  shreds  abundant. 

Mucous  threads  and  corpuscles,  moderately  large 
number. 

Microscopical  diagnosis.    Chronic  ulcerative  cystitis. 

Cystoscopic  examination  was  recommended.  I 
found  the  urethra  of  exceedingly  small  caliber;  dila- 
tion was  accompanied  by  considerable  pain.  Pain 
was  overcome  by  application  of  a  solution  of  cocaine 
to  the  urethra. 

Cystoscope  was  passed  and  found  a  markedly 
inflamed  bladder  with  an  area  of  ulceration  in  the 
posterior  wall  between  the  ureteric  orifices  and 
another  area  just  inside  of  the  internal  urethral  orifice. 
Ureters  were  catheterized  and  collected  specimen 
showed  two  normal  kidnej^s. 

She  came  for  treatment  three  times  a  week;  at 
each  \4sit  I  dilated  the  iirethra  and  washed  the 
bladder  per  catheter  ^-ithformahn  solution  (1-2000), 
followed  by  two  drachms  of  a  solution  of  nargol  2  per 
cent.  She  improved  rapidly  under  treatment ;  pain 
and  discomfort  quickly  disappeared  and  mictiuition 
only  four  or  five  times  daily  and  not  at  night. 
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These  few  cases  which  I  have  brought  before  your 
attention  prove  conclusively  that  the  cystoscope  and 
ureteral  catheter  are  absolutely  essential  in  urinary 
diagnosis. 

Not  too  much  can  be  said  concerning  the  para- 
mount importance  of  microscopical  urinary  analysis, 
for  we  are  thus  able  to  tell  accurately  the  character- 
istics of  the  epitheha  and  are  able  to  exactly  locate 
the  point  of  their  desquamation. 

If  my  paper  has  in  any  way  thrown  any  light  upon 
some  subject  of  interest  I  shall  be  fully  repaid  for  the 
time  I  spent  in  collecting  the  data  upon  the  reported 
cases. 


THE     SYMPTOMATOLOGY,     DIAGNOSIS    AND 

TREATMENT  OF  SIMPLE  CHRONIC,  AND 

TUBERCULOUS  PROSTATITIS.^ 


CHARLES  GREENE  CUMSTON, 
BOSTON,  MASS. 


Simple  chronic  prostatitis  and  tuberculous  pro- 
statitis develop  under  similar  conditions.  Both  affec- 
tions belong  to  young  or  middle-aged  people  and  are 
quite  exceptional  before  puberty  for  the  reason  that 
the  prostate  is  undeveloped  and  very  rare  in  elderly 
subjects.  It  reaches  its  maximum  frequency  between 
twenty  and  forty  years  of  age,  at  the  epoch  of  sexual 
activity. 

However,  several  years  ago  I  operated  on  a  man 
80  odd  years  of  age  at  the  Maine  General  Hospital 
in  Portland,  who  had  suffered  from  all  the  symptoms 
of  an  ordinary  hypertrophy  of  the  prostate,  but 
which,  when  the  gland  was  exposed  through  a  peri- 
neal incision,  proved  to  be  an  enormously  enlarged 
prostate  due  to  tuberculosis.  Upon  section  the  gland 
was  riddled  with  tubercles  and  so  soft  that  it  could 
only  be  removed  piecemeal  with  the  finger. 

In  26  cases  observed  by  Socin  13  patients  were 
30  years  of  age,  while  out  of  60  cases,  Simmonds 
found  the  disease  more  frequent  between  the  ages  of 
20  and  50  years;  1  of  his  patients  was  18  months  old 
and  another  7  years;  15  were  in  the  thirties,  15  in  the 
forties,  16  in  the  fifties,  6  in  the  sixties,  7  in  the 
seventies,  and  1  in  the  eighties. 

Gonorrhea  is  the  usual  etiological  factor  of  prosta- 
titis and,  although  we  all  know  of  undoubted  cases 
of  chronic  prostatitis  in  subjects  who  have  never  had 
gonorrhea,  and  likewise  of  tuberculous  lesions  of  this 

1.  Read  by  title. 
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gland  in  subjects  who  had  always  had  a  clean  urethra, 
it  nevertheless  remains  a  fact  that  gonorrheal  ure- 
thritis is  often  complicated  with  a  prostatitis,  as 
many  statistics  go  to  show.  Mortagnon  found  pros- 
tatitis in  70%  of  cases  of  urethritis,  Pozzoli  in  80%, 
Segond  in  40%,  while  Goldberg  found  it  in  from  one 
third  to  one  half  of  his  cases.  The  infection  of  the 
gland  by  tuberculosis  takes  place,  probably,  in  a 
large  majority  of  cases  by  way  of  the  blood  or  the 
lymphatics.  Primary  infection  coming  directly  by 
way  of  the  urethra  has  been  believed  possible  by 
Vemeuil,  Cohnheim  and  Fernet,  and  these  writers 
admit  that  coitus  with  a  woman  having  a  genital 
tuberculosis  may  infect  the  anterior  urethra  and  that 
from  this  point  the  bacilli  reach  the  prostate.  In  a 
recent  case  recorded  by  Gudpin  he  incriminates  buccal 
coitus.  Von  Frisch  has  incriminated  soiled  catheters 
and  the  wearing  of  clothes  infected  with  tuberculous 
expectoration.  Certain  recorded  facts  would  seem 
to  demonstrate  that  there  is  a  possibility  of  such 
infection,  but  they  must  be  very  rare  indeed. 

Although  chronic  prostatitis  arising  from  rheuma- 
tism or  arthritism  has  been  upheld  to  exist,  I  am  of 
the  opinion  that  heredity  plays  a  very  important 
part  in  the  development  of  tuberculosis  of  the  pros- 
tate and,  out  of  35  cases  observed  by  Desnos,  16 
gave  an  hereditary  tubercular  history.  In  the  few 
cases  that  have  come  under  my  observation,  I  found 
that  this  was  also  the  case.  Certain  authors  have 
believed  that  chronic  prostatitis  and  the  tuberculous 
form  could  be  brought  on  by  excessive  coitus,  mastur- 
bation, stricture,  riding  horseback  or  the  bicycle, 
but  these,  I  believe,  are  simply  accessory  causes 
merely  producing  prostatic  congestion. 

I  now  come  to  the  symptomatology,  and  will  first 
take  up  that  of  chronic  prostatitis.  As  is  well  known, 
this  organ  is  composed  of  a  glandular  and  connective 
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tissue,  and  muscle  fibres,  so  that  the  simplest  and 
most  rational  classification  is  that  of  catarrhal  paren- 
chymatous prostatitis  and  interstitial  prostatitis. 

In  the  parenchymatous  type,  we  have  as  functional 
symptoms  the  disturbances  in  sensation,  usually 
composed  of  an  ill-defined  fullness  in  the  perineal 
region,  while,  occasionally,  there  is  an  indefinitely 
localized  pain  which  becomes  increased  when  the 
patient  has  been  in  a  sitting  posture  for  a  long  time, 
and,  like  the  pain  of  calculus,  riding  in  a  carriage  and 
walking  produces  it.  It  sometimes  extends  to  the 
sacral  region  and  the  patients  complain  of  a  burning 
sensation. 

Genital  disturbances  are  very  variable  and, 
although  without  doubt  they  truly  exist,  they  are 
frequently  exaggerated  by  the  patient.  Sexual  desire 
is  often  quite  pronounced  in  the  beginning  of  the 
affection,  but  diminishes  and  may  finally  disappear. 
Erection  becomes  incomplete,  but  it  is  rarely  absent. 
Ejaculation  occurs  quickly  and  is  sometimes  painful, 
and  not  infrequently  the  patients  complain  of  sharp 
pain  after  the  act.  As  to  hemospermia,  Guyon 
beheves  that  it  is  due  to  inflammation  of  the  vesicles, 
but,  of  course,  this  does  not  exclude  a  prostatitis 
and  Keersmacker  has  met  with  it  independently  of  any 
lesion  of  the  seminal  vesicles. 

Nervous  disturbances  are  not  frequent  but  they 
may  appear  in  the  form  of  loss  of  appetite,  pain  in 
the  spine,  loss  of  memory  or  a  more  or  less  marked 
depression  of  the  intellect. 

The  disturbances  of  micturition  consist  of  tenesmus 
and  frequency.  The  repetition  of  the  act  may  be 
marked  in  some  cases  during  the  day  when  the 
patients  are  moving  about,  or,  on  the  other  hand, 
during  the  night,  when  the  prostate  becomes  con- 
gested from  the  horizontal  position.  In  some  cases 
the  desire  to  urinate  increases  at  certain  definite 
times  in  the  day,  usually  towards  the  evening  or  the 
first  thing  in  the  morning.     In  others,  after  micturi- 


125 

tion  a  persistent  contraction  of  the  sphincter  gives 
rise  to  a  very  disagreeable  sensation  in  the  perineum. 

The  urine  washes  down  white  shreds,  which  are 
generally  elongated  or  somewhat  rolled  up,  these 
being  met  with  during  the  first  part  of  micturition 
and  also  in  the  last  drops  expelled.  Clark  has  men- 
tioned the  presence  of  casts  similar  to  those  coming 
from  the  kidney,  but  taking  on  the  shape  of  bottles 
or  pears.  Contrary  to  the  assertion  made  by  Ultz- 
mann,  albumin  is  not  present.  The  urethral  dis- 
charge affects  the  patient  mentally.  Defecation  will 
bring  a  thick  white  or  yellowish-white  liquid  to  the 
meatus,  having  a  spermatic  odor  and  an  alkaline 
reaction.  The  passage  of  the  fecal  mass  acts  like 
massage  by  direct  pressure  on  the  prostate,  while 
contraction  of  the  prostatic  sphincter  acts  in  the 
same  way  by  expressing  the  contents  of  the  gland. 
This  liquid,  which  may  also  appear  intermittently 
and  spontaneously,  in  the  form  of  small  aborted 
ejaculations,  causes  staining  of  the  linen,  the  spots 
being  quite  large,  with  irregular  borders.  Micro- 
scopically, one  finds  numerous  cylindrical  cells,  often 
united  in  masses,  presenting  round  cells  at  their  base, 
and  sometimes  even  complete  casts  of  the  execretory 
ducts,  numerous  leucocytes  and  Boettcher's  crystals. 

Catheterism  shows  general  sensitiveness  in  the 
prostatic  region  and  the  oHve  of  the  explorer  will 
sometimes  bring  back  muco-pus,  which,  in  other  cases, 
only  makes  its  appearance  after  the  instrument  is 
withdrawn.  A  shght  retention  may  also  be  observed. 
With  the  endoscope  the  verumontanum  will  be  found 
enlarged,  very  red  and  hyperemic.  The  orifices  of 
the  ejaculatory  ducts  project  sUghtly,  while  a  more 
or  less  marked  redness  is  seen  throughout  the  entire 
mucosa,  the  latter  often  being  swollen  in  certain 
spots.  Rectal  examination,  although  disagreeable 
to  the  patient,  does  not  produce  any  severe  pain, 
and,    when    the    prostate    is    massaged,    one     will 
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express  a  certain  amount  of  liquid  which  will  make 
its  exit  at  the  meatus. 

The  products  of  the  physiologic  secretion  are  in- 
creased in  amount  and  are  mixed  with  catarrhal  or 
purulent  pathologic  elements.  The  Itmien  of  the 
excretory  canals  is  diminished  or  obHterated  on 
account  of  the  inflammatory  process  in  the  walls. 
The  secretions  stagnate  and  from  this  results  an 
increase  in  the  size  of  the  prostate,  either  in  one  or 
both  lobes.  The  organ  becomes  more  and  more  dis- 
tended, and,  when  examined  per  rectum,  is  found 
rather  soft,  while  to  the  feel  is  very  much  Hke  a 
rubber  ball.  Its  surface  is  unequal  and  ill-defined 
lumps  may  be  felt  over  its  surface.  The  vesicles  are 
sometimes  indiu^ated. 

Referring  now  to  the  interstitial  type  of  prosta- 
titis, I  would  say  that  the  functional  symptoms 
differ  very  httle  from  those  encountered  in  the  paren- 
chymatous form,  but  they  are  very  much  less  marked. 
The  patient  will  only  complain  of  an  indefinite  pain 
and  a  sensation  of  weight  in  the  perineum.  There 
is  only  a  sHght  amount  of  discharge,  just  enough  to 
stick  the  Hps  of  the  meatus  together.  The  urine 
contains  white  shreds,  but  these  are  not  so  long  and 
are  fewer  in  number  than  in  catarrhal  prostatitis. 

In  this  form  of  prostatic  inflammation  the  connec- 
tive tissue  elements  are  those  involved;  the  infiltra- 
tion occurs  around  the  glands,  becomes  organized 
and  transforms  into  a  very  dense  tissue  which  does 
not  permit  of  dilatation.  Consequently,  per  rectum, 
one  finds  the  gland  hard  to  the  feel,  rather  painful 
on  pressure  and  irregularly  increased  in  size,  so  that 
it  appears  asymetrical.  Its  surface  is  covered  with 
small,  rounded  lumps  whose  contour  is  indistinctly 
limited.  These  bosses  are  to  be  found  especially  on 
the  periphery  and  external  borders  of  the  gland. 
They  are  placed,  so  to  speak,  in  straight  Hnes,so  that 
they  give  the  gland  rather  a  square  shape  and  it 
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appears  as  if  surrounded  by  a  frame,  this  being  all 
the  more  accentuated  the  greater  the  central  depres- 
sion. 

Tuberculous  prostatitis  takes  on  many  forms,  but 
I  believe  that  one  may  divide  it  into  two  types, 
according  to  the  predominance  of  the  lesions  in  the 
urethral  mucosa,  or  in  the  glandular  parenchyma. 

The  functional  symptoms  of  the  mucous  membrane 
type  are  those  of  a  deep  urethritis.  In  the  beginning 
they  are  not  marked,  but  increase  as  time  goes  on, 
although  their  severity  is  in  no  way  in  relation  to 
the  minute  lesions  that  exist.  Disturbances  of  the 
micturition  represent  the  first  act  of  the  drama. 
The  patient  has  a  frequent,  painful  and  imperious 
desire  to  urinate,  this  occasionally  ending  in  a  pseudo- 
incontinence.  These  symptoms  I  believe  indicate  an 
extension  of  the  process  to  the  bladder,  but  this  is 
not  always  a  certain  indication,  because  they  are 
encountered  in  cases  where  the  bladder  is  perfectly 
free  of  disease. 

Evacuation  of  the  bladder  is  slow,  the  stream  of 
urine  is  delayed,  the  patients  feel  as  if  they  had  an 
incomplete  micturition  and  they  suffer  from  tenesmus. 
Not  infrequently  there  is  partial  retention  and  later 
on  in  the  process,  when  the  infiltration  has  involved 
the  vesical  sphincter,  this  muscle  becomes  paretic 
and  the  urine  escapes  drop  by  drop.  Consequently, 
a  true  incontinence  develops. 

Hematuria  is  met  with  in  all  the  stages  and  usually 
appears  early  in  the  process  and  can  be  rightly  com- 
pared to  the  premonitory  hemoptysis  of  pulmonary 
phthisis.  In  this  case  it  occurs  without  any  ulcera- 
tive process  being  present  and  is  merely  due  to  the 
hyperemia.  The  blood  comes  away,  like  the  pus, 
with  the  first  drops  of  urine  voided,  but  it  is  more 
usually  met  with  at  the  end  of  micturition.  The 
urethral  discharge  is  very  similar  to  that  met  with  in 
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gonorrhea.  Without  any  other  inflammatory  pheno- 
mena, the  mucosa  of  the  prostatic  urethra  is  alone 
involved  and  gives  rise  to  the  discharge,  and  we  have 
here  what  Ricord  used  to  call  "tuberculous  blennor- 
rhea." Microscopically,  the  bacillus  of  tuberculosis 
may  be  found,  not  infrequently  during  the  very 
early  stages  of  the  affection. 

Catheterism,  besides  being  usually  difficult  on 
account  of  the  urethral  spasm,  is  occasionally  ex- 
tremely painful  and  throws  little  light  on  the  condi- 
tion of  affairs.  An  endoscopic  examination  is  of 
little  use  and  I  belive  should  be  proscribed.  Rectal 
palpation  gives  Httle  information,  especially  in  the 
beginning  of  the  disease.  The  prostate  will  prob- 
ably not  be  found  enlarged,  while  its  surface  is 
smooth  and  it  is  normal  in  consistency.  However, 
massage  of  the  gland  will  express  prostatic  secre- 
tions which,  collected  at  the  meatus,  will  be  found 
composed  of  pus,  in  which,  as  I  have  already  pointed 
out,  the  bacillus  of  tuberculosis  may  be  often  found. 
In  more  advanced  cases  the  lesions  are  no  longer 
limited  to  the  urethra,  and  tuberculous  foci  develop 
more  deeply,  and  finally  may  be  detected  by  the 
finger  in  the  rectum. 

The  functional  symptoms  of  parenchymatous  tuber- 
culous prostatitis  may  be  absolutely  wanting,  but, 
when  the  disease  develops  in  the  peripheral  layers  of 
the  gland,  thus  being  superficial  and  near  the  rectum, 
the  symptoms  are  represented  by  some  weight  in  the 
perineum  and  a  disagreeable  sensation  during  defeca- 
tion. The  pain  increases  in  the  sitting  posture  and 
may  also  be  produced  by  walking  or  the  jolting  of  a 
carriage;  it  is  quite  independent  of  micturition, 
the  disturbances  of  which  are  only  slightly  marked 
in  the  beginning  of  the  process. 

A  purulent  deposit,  which  has  accumulated  in  the 
prostatic  tirethra  when  suppuration  is  stifficiently 
marked,  is  washed  down  with  the  first  drops  of  urine, 


129 

while  the  urine  in  the  middle  of  micturition  is  always 
clear.  The  presence  of  pus  at  the  end  of  micturition 
is  a  symptom  of  cystitis,  but  when  the  glands  are 
gorged  with  pus,  the  contraction  of  the  periprostatic 
muscles  may  cause  it  to  appear  at  the  end  of  micturi- 
tion. 

The  discharge  in  the  parenchymatous  form  is 
purulent  and  occurs  during  defecation  or  by  Hght 
massage  of  the  prostate.  Chronic  constipation  is  fre- 
quent in  tuberculous  prostatitis. 

When  the  urethral  discharge  is  the  result  of  small 
tuberculous  abscesses  which  have  opened  into  the 
urethra,  it  occurs  during  the  interval  of  micturition, 
while  in  the  more  advanced  stages  of  the  disease,  the 
suppuration  is  almost  continuous.  I  wotdd  point  out 
that  the  extent  of  the  focus  of  disease  must  not  be 
judged  by  the  quantity  of  discharge,  because  certain 
old  cavities  which  have  become  organized  give  rise 
to  Httle  secretion,  while  a  young  focus  undergoing 
disorganization,  will  suppurate  abundantly. 

Rectal  examination  will  throw  much  light  on  the 
diagnosis.  The  prostate  will  be  very  sensitive,  and 
sharp  pain  on  pressure  is  an  early  symptom  and  very- 
important  from  a  diagnostic  point  of  view.  The 
gland  will  be  found  increased  in  size,  but  rarely  is 
this  increase  uniform,  usually  one  of  the  lobes  being 
larger  than  the  other.  More  or  less  distinct  bosses 
can  be  detected  over  its  surface  and,  in  those  instances 
where  the  tubercle  is  very  superficial,  the  prostate 
feels  as  if  studded  with  shot.  The  tuberculous  lesion 
has  a  tendency  to  become  isolated  and,  as  long  as  it 
does  not  give  rise  to  suppuration,  the  finger  can 
usually  limit  its  contours. 

The  tumefaction  of  the  prostate  rarely  reaches  any 
marked  degree,  but,  when,  as  in  some  cases,  it  is 
double  its  size,  it  usually  contains  one  or  several 
purulent  foci.  Fluctuation  is  rarely  met  with,  for 
the   simple   reason   that   the    walls   of   the   abscess 
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undergo  an  ulcerative  process  early  in  the  disease, 
so  that  a  cavity  with  irregular  walls  is  formed.  The 
seminal  vesicles  are  involved  at  the  same  time,  or 
before  the  prostate  is  diseased.  Sensitiveness  and 
induration  indicate  their  participation  in  the  process. 

From  what  has  been  said  of  the  various  manifesta- 
tions of  simple  chronic  and  tuberculous  prostatitides, 
we  should  endeavor  to  ascertain  what  differential 
value  may  be  attributed  to  them,  which  of  these 
symptoms  will  allow  one  to  make  a  diagnosis,  and 
when  they  are  wanting,  what  minor  symptoms  will 
aid  us  in  suspecting  the  transformation  of  a  simple 
chronic  inflammatory  process  into  a  confirmed  tuber- 
culous one.  It  is  quite  evident  that  the  genital  or 
sensory  disturbances  throw  Httle  light  on  the  matter 
and  besides  that  their  intensity  varies  according  to 
whether  one  is  deaUng  with  the  parenchymatous  or 
interstitial  type,  with  the  mucous  or  parenchymatous 
tuberculous  forms ;  they  are  merely  a  f  eeUng  of  weight  in 
the  perineum,  and  a  disagreeable  sensation  during  de- 
fecation, this  being  met  with  in  both  the  interstitial 
and  the  parenchymatous  type  of  tuberculous 
prostatitis.  And  what  is  more,  the  distinct  lesions 
felt  per  rectum  do  not  give  rise  to  any  of  these  symp- 
toms, while  on  the  other  hand,  the  latter  may  exist 
without  any  morbid  process  being  present. 

The  disturbances  in  micturition,  although  giving  no 
precise  indications,  occasionally  allow  one  to  suspect 
the  condition  of  affairs.  Absent  or  only  slightly 
marked  in  chronic  prostatitis — unless  there  is  a  cys- 
titis, in  which  it  is  relatively  easy  to  distinguish  the 
vesical  phenomena — they,  on  the  contrary,  indicate 
the  commencement  of  the  phymatosis.  The  desire 
to  pass  urine  becomes  both  imperious  and  frequent, 
quite  independently  of  any  extension  of  the  process 
to  the  bladder  and  of  any  neuropathic  influence. 
Incomplete  retention,  although  sometimes  observed 
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in  chronic  prostatitis,  is  common  and  occurs  fre- 
quently very  early  in  tuberculous  prostatitis. 

The  urethral  discharge  offers  little  diagnostic  certi- 
tude. Present  as  only  a  slight  discharge  in  the  inter- 
stitial type,  it  is  completely  wanting  when  the  specific 
inflammation  remains  perigranular,  and  this  condition 
may  remain  as  such  for  a  long  time.  But  when  it 
exists,  its  character  being  distinctly  purulent,  its 
emission  never  spontaneous,  the  necessity  of  pressure 
either  with  the  finger  or  feces  in  order  to  produce  it, 
indicate  that  it  is  probably  of  a  tuberculous  nature. 
Spontaneous  hematuria,  occurring  both  during  the 
day  or  night,  uninfluenced  by  movement  and  not 
stopping  when  the  patient  rests,  suddenly  ceasing, 
represented  by  a  few  drops  of  blood  at  the  commence- 
ment of  urination,  but  more  frequently  at  the  end 
of  the  act,  is  in  favor  of  a  tuberculous  process  in  the 
prostate,  particularly  the  urethral  type. 

Catheterism  indicates  nothing  conclusive,  since,  in 
both  cases,  it  causes  a  severe  pain  in  the  prostatic 
region.  I  believe  that  little  value  can  be  given  to  an 
endoscopic  examination  in  the  cases  we  are  consider- 
ing. 

Rectal  examination  is  more  useful  and  the  results 
more  positive,  and,  in  many  cases,  it  is  the  only 
diagnostic  source  upon  which  we  can  base  our  con- 
clusions. It  should  always  be  performed  with  gentle- 
ness, because,  when  the  finger  suddenly  passes 
through  the  anal  sphincter,  it  causes  pain  to  the 
patient,  which  might  be  the  cause  of  very  regrettable 
mistakes. 

Chronic  prostatitis  and  tuberculous  prostatitis 
finally  end  in  producing  an  asymmetry  of  the  gland 
since  the  increase  in  volume  is  usually  met  with  in 
only  one  of  the  lobes.  However,  in  the  simple 
chronic  type  the  gland  has  a  more  uniform  and 
softer  consistency,  while,  in  the  interstitial  type  its 
surface  is  irregular,  the  bosses  are  larger,  less  isolated, 
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and  sunk  in  the  parenchyma  of  the  gland  so  that  a 
diagnosis  can  be  made.  Involvement  of  the  seminal 
vesicles  is  of  great  importance  and  when  they  are 
very  sensitive  and  present  irregularities  over  their 
surface,  the  diagnosis  of  tuberculosis  may  be  made 
with  a  considerable  degree  of  certainty.  In  chronic 
prostatitis  they  occasionally  increase  in  size,  but 
their  surface  is  apt  to  be  smooth. 

Bacteriological  examination  is  of  course  very  im- 
portant. Microscopical  examination  of  the  liquid 
expressed  by  massage,  and  which  should  be  collected 
after  irrigation  of  the  anterior  urethra  has  been  care- 
fully done,  will  usually  reveal  the  presence  of  the 
specific  bacillus.  This,  however,  is  not  always  the 
case,  because  it  is  more  particularly  met  with  in  the 
early  stage  of  the  urethral  form  of  tuberculous 
prostatitis.  Culture  and  inoculation  may  sometimes 
remain  sterile  in  results  and  nevertheless  the  evolu- 
tion of  the  prostatitis  is  rapid  and  distinctly  tuber- 
culous. Such  facts  prove  that  when  the  bacteriologic 
result  is  positive,  the  diagnosis  is  evident,  but  that 
when  it  is  negative,  the  tuberculous  nature  of  the 
lesion  cannot  be  eliminated  and  one  should  still  cling 
to  the  clinical  phenomena  in  the  diagnosis.  If  at 
an  advanced  period,  when  the  lesions  involve  the 
bladder,  seminal  vesicles,  the  spermatic  cord,  epi- 
didymis, without  speaking  of  the  possible  localiza- 
tion in  other  organs,  the  diagnosis  of  prostatic 
tuberculosis  will  surely  be  made ;  but  at  this  period  no 
hope  of  a  cure  can  be  entertained,  because  it  is  too 
late.  On  the  contrary,  in  the  period  where  one  finds 
few  of  the  classical  symptoms,  it  would  be  an  easier 
matter  to  deal  with  the  affection  because  surgical 
interference  might  result  in  a  cure.  It  is  for  this 
reason  that  I  particularly  emphasize  the  necessity  of 
an  early  diagnosis  and,  in  order  to  facilitate  this,  I 
would  refer  to  two  little  symptoms  which  are  occas- 
sionally  observed  in  tuberculosis  of  the  prostate.  The 
first  is  the  appearance  of  light  pellicles,  floating  on  the 
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surface  of  the  urine,  an  indication  of  an  extremely 
mild  type  of  desquamation.  The  other  is  atrophy 
of  the  testicle,  without  any  induration  or  nodules  in 
the  epididymis.  In  calhng  attention  to  these  two 
symptoms,  I  do  not  wish  to  convey  the  idea  that 
they  are  to  be  always  found,  because  this  is  not  the 
case;  but,  when  they  do  exist,  they  are  certainly  of 
great  diagnostic  value. 

Simple  chronic  prostatitis  and  tuberculous  prosta- 
titis are  very  similar  in  their  development.  This  is 
essentially  irregular,  occurring  in  congestive  and  in- 
flammatory attacks,  which  result  in  a  recrudescence 
of  the  symptoms.  Both  forms  are  very  tenacious, 
because,  even  in  the  simpler  varieties,  the  most  varied 
treatment  will  have  no  effect,  while  in  the  tubercular 
variety  its  development  is  slow  and  silent  when  the 
tubercles  develop  excentrically ;  on  the  contrary,  rapid 
and  with  marked  symptoms  when  the  prostatic 
mucosa  is  involved. 

The  prognosis  of  the  various  forms  of  prostatitis 
differs.  In  chronic  prostatitis  it  is  never  serious, 
because  the  lesions  met  with  finally  end  by  disappear- 
ing, while  in  tuberculous  prostatitis  it  may  not  of 
necessity  be  absolutely  bad,  because  regression  of 
the  specific  products  is  possible,  especially  if,  on 
account  of  an  early  diagnosis,  proper  therapeutic 
measures  have  been  instituted.  I  have  seen  a  cure 
in  one  or  two  cases,  at  least  an  apparent  cure,  be- 
cause the  patients  have  remained  well  for  several 
years  without  any  symptoms,  a  fact  which  would 
cause  one  to  believe  that  their  former  affection  had 
ceased  to  exist. 

On  the  other  hand,  the  prognosis  will  vary  greatly 
according  to  the  general  condition  of  the  patient,  and 
whether  or  not  he  has  other  tubercular  foci  in  the 
lungs  or  elsewhere.  When  these  do  exist,  the  out- 
look, of  course,  is  not  favorable.  The  more  or  less 
rapid  evolution  of  the  disease  and  its  tendency  to 
invade  the  upper  urinary  tract,  must  also  be  con- 
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sidered.  The  participation  of  the  testicle,  the  vas 
deferens,  the  seminal  vesicles  and  periprostatic  tissue 
darken  the  prognosis  quite  as  much  as  when  the, 
bladder  itself  is  involved. 

A  complete  treatment  should  be  prophylactic,  etio- 
logic,  symptomatic  or  local.  Prophylaxis  of  tubercu- 
lous prostatitis  certainly  exists  to  a  certain  extent, 
inasmuch  as  subjects  predisposed  to  tubercular  lesions 
should  be  informed  of  the  danger  of  gonorrheal 
infection,  or  when  they  are  subjects  of  old  chronic 
urethritis,  this  lesion  should  be  carefully  treated  until 
absolutely  cured.  These  subjects  should  be  told  to 
eat  well,  to  avoid  all  excesses  and  to  exercise  suffi- 
ciently without  becoming  tired.  Horseback  riding 
I  beHeve  to  be  pernicious.  Douches,  dry  friction,  sea 
baths  and  a  life  in  the  open,  particularly  in  moun- 
tainous countries,  are  to  be  advised.  General  treat- 
ment is  also  of  great  importance  here,  as  in  tuber- 
culosis of  an}^  other  organ,  and,  although  I  do  not 
profess  to  be  an  expert  prescriber,  I  shall  take  the 
Hberty  of  giving  a  few  formulae  which  have  rendered 
me  good  ser\^ice. 

In  the  first  place,  and  foremost  of  all,  stands  cod- 
liver  oil,  while  the  phosphates  and  the  glycero-phos- 
phates  seem  to  me  to  have  their  indication  as  general 
tonics.  The  two  following  prescriptions  will  be  found 
useful : — 

Sodium  phosphate    6.0 

Potassium  phosphate 3.0 

Vini  hispani 200.0 

Syr.  cort.  aurant 50.0 

M.  D.  S.     A  liqueur  glass  after  each  meal. 

Calcivmi  glycero-phosphate 0.30 

Magnesium  glycero-phosphate    0. 10 

Ferrum  glycero-phosphate 0.05 

Pepsin  aseptic 0. 15 

Pancreatin 0.05 

In  chart.  No.  1. 

S.     One  powder  after  breakfast  and  dinner. 
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Fowler's  solution,  and  in  fact  arsenic  in  all  forms, 
may  be  employed.  Sodium  cacodylate  at  the  dose 
of  five  centigrams  a  day  has,  I  believe,  been  success- 
fully used  in  some  cases.  I  have  given  arsenic  as 
follows : — 

Sodium  arseniate 0.05 

Vini  cinchonae 50.0 

Glycerine    50.0 

Syr.  cort.  aurant.  q.  s.  ad 300.0 

M.  D.  S.     A  dessertspoonful  with  each  meal. 

Tannin,  iodoform,  eucalyptol,  gaiacol  and  creosote 
can  be  given  in  the  form  of  pills,  cachets,  supposi- 
tories, or  rectal  injection.  The  following  combination 
has  certain  therapeutic  virtue : — 

Terpin  hydrate    0.05 

Gaiacol 0.04 

Sodium  benzoate 0.03 

Ext.  cinchonas     0.02 

Excipient  q.  s.  f.  pil.  No.  1. 
S.     5  to  10  pills  a  day. 

Creosote   10.0 

Sodium  phosphate    40.0 

D.  in  cachet  No.  XL. 
S.     1  during  each  meal. 

Medication  applied  topically  per  rectum,  in  the 
form  of  very  hot  irrigations,  and  also  urethral  irriga- 
tions, acts  like  a  douche,  but  the  indication  for  intra- 
iirethral  irrigation  is  not  very  precise.  Generally 
speaking,  it  should  not  be  employed  as  long  as  there 
is  any  retention  or  a  prostatic  urethritis.  It  necessi- 
tates manoeuvres  which  may  cause  ulceration  of  the 
thinned  mucosa  covered  with  tuberculous  lesions. 
When  a  prostatic  urethritis  exists,  and  especially 
when  very  painful,  good  results  may  be  obtained  by 
■urethro-vesical  irrigations  without  a  catheter.  The 
patient  should  first  empty  his  bladder,  and  then  the 
meatus  and  glans  are  carefully  cleansed.  Then 
enough  liquid  to  fill  the  bladder  is  injected  and  the 
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patient  should  afterwards  expel  it  by  micturition. 
A  syringe  should  never  be  used.  The  solutions  em- 
ployed may  be  a  5%  boracic  acid  or  lactic  acid ;  formalin 
at  2:1000,  or  a  weak  solution  of  tannin,  or  potassium 
permanganate.  However,  the  treatment  of  choice  is 
the  use  of  concentrated  solutions  in  the  form  of  instill- 
ations given  every  second  day.  In  my  opinion  silver 
nitrate  is  extremely  dangerous  in  these  cases,  producing 
a  discharge,  hematuria  and  necrosis  of  the  mucosa. 
Protargol,  which  has  been  proned  in  chronic  prosta- 
tatis,  is  only  of  value  in  the  tuberculous  form  when 
there  is  a  mixed  infection,  in  which  case  it  diminishes 
the  pain,  the  shreds  decrease  in  number,  but  the 
specific  lesion  is  unfavorably  influenced  by  this  agent. 
The  action  of  iodoform  is  doubtful,  although  it  has 
been  highly  lauded.  Ichthyol  in  a  two  to  five  per  cent 
solution  has  been  greatly  praised  by  Nogues.  Lactic 
acid  has  been  used,  but  I  cannot  speak  of  it  from 
personal  observation.  The  following  formula  has  been 
given  by  Witzach : — 

Cocaine  lactate    2.0 

Acid,  lactic 10.0 

Sterilized  water     10.0 

The  virtues  of  picric  acid  are  interesting  to  know; 
not  only  is  this  agent  painless,  but  it  is  also  endowed 
with  undoubted  analgesic  properties.  As  it  is  not 
caustic  it  has  over  sublimate  the  great  advantage  of 
not  producing  irritation.  It  is  an  excellent  antiseptic 
and  possesses  a  keratoplastic  power  equal  to  that  of 
pyrogallic  acid.  The  only  inconvenience  in  using 
this  drug  is  the  stain  produced  on  the  fingers  or  the 
patient's  linen,  but  this  can  be  removed  by  washing. 
To  remove  it  from  the  skin  a  saturated  solution  of 
Hthine  carbonate,  or  water  to  which  potash  or 
ammonia  has  been  added,  is  all  that  is  required. 

As  to  the  technique,  it  is  as  follows:  After  the 
bladder  has  been  emptied,  from  one  to  three  cc.  of  a 
two   or  three  per   cent   solution  is  instilled  in  the 
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membranous  urethra.  This  instillation  causes  prac- 
tically no  pain  if  one  is  careful  not  to  allow  the  solu- 
tion to  escape  in  the  anterior  urethra.  The  benefit 
is  especially  shown  by  an  improvement  in  the  secre- 
tions, which  diminish,  as  well  as  the  painful  symptoms. 
The  frequency  of  micturition  disappears  and  hema- 
turia is  not  a  contra- indication  to  this  treatment, 
because  it  also  usually  ceases  along  with  the  other 
symptoms,  and  I  am  unaware  that  the  drug  has  ever 
increased  or  started  up  the  symptoms  already  pres- 
ent. An  improvement  in  the  patient  is  occasionally 
observed  after  a  few  instillations,  but  generally  a 
number  of  weeks  are  necessary  before  one  is  able  to 
judge  of  the  results. 

It  is  evident  that  some  patients  support  intra- 
urethral  treatment  badly,  and  the  effect  of  the  solu- 
tion on  the  mucosa  varies  very  greatly  from  one  case 
to  another,  so  that  the  surgeon  is  frequently  obhged 
to  change  the  strength  of  the  solution,  also  the 
medicament. 

Massage  of  the  prostate  is  the  best  treatment  in 
simple  chronic  prostatitis,  because  it  expels  the  secre- 
tions which  have  accumulated  in  the  glands,  while, 
on  the  other  hand,  it  excites  the  activity  of  the  peri- 
prostatic venous  plexus  and  hastens  absorption,  but, 
in  the  tuberculous  variety,  the  results  obtained  have 
not  been  so  favorable.  I  do  not  think  it  can  be 
absolutely  proscribed  in  these  cases,  but  if  resorted 
to,  it  must  be  done  with  great  delicacy. 

Surgical  treatment  has,  unfortunately,  few  indica- 
tions in  the  mixed  prostatitides;  however,  when  the 
diagnosis  has  been  made  in  the  very  early  stages  of 
the  disease,  or  when  the  tubercular  lesions  involve 
only  the  prostate  and  seminal  vesicles,  if  the  bladder 
is  not  involved  and  the  patient's  general  health  is 
good,  prostatectomy  may  be  proper  and  is  the  only 
means  of  preventing  the  process  from  extending.  In 
this  case,  the  perineal  route  should  be  the  one  of 
choice. 
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PROSTATE  PRECEDING  INSTRUMEN- 
TAL EPIDIDYMITIS. 
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Gonorrheal  epididymitis,  like  gonorrheal  salpin- 
gitis, resolves  itself  from  the  acute  stage,  after  proper 
treatment,  in  a  comparatively  short  time;  but  the 
retained  pathology,  after  resolution  has  reached  its 
limit,  is  likely  to  ever  remain  a  menace  during  the 
future  life  of  the  individual.  That  the  pathologic 
field  left  seems  to  be  especially  good  culture  soil 
for  tuberculosis  is  one  great  danger.  Sterility  is 
another  equally  important  possibiHty.  Yet  asper- 
matism  is  looked  upon  with  more  import  in 
countries  outside  of  ours  in  which  the  future  male 
generation  fills  the  army  or  else  occupies  the  head  of 
the  government. 

It  will  be  the  effort  of  this  article  to  merely  show 
the  role  played  by  the  pathologic  seminal  vesicles 
and  prostate  in  producing  epididymitis  from  instru- 
mentation, and  to  suggest  the  surgical  necessity  in 
their  treatment. 

In  spite  of  ever}^  precaution  taken  to  prevent 
infection,  there  are  a  certain  few  epididymitides 
that  occur  after  the  first  soimd  introduction.  This 
has  been  personified  since  the  advent  of  the 
Kollmann  dilator.     It  is  my  opinion — 

First,  that  a  sound  resting  upon  a  sealed  utriculus 
masculinis,  scinus  pocularis,  bearing  on  the  veru- 
montanum  might  force  the  infection  on  through  the 
ejaculatory  duct  into  the  vas  deferens. 
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That  the  infective  material  prior  to  instrumental 
manipulation  is  extra-urethral  is  a  logical  conclusion. 

The  anatomic  position  of  the  prostatic  duct  open- 
ings favor  flooding  of  the  scinus  pocularis. 

Second,  a  Kollmann  dilator  might,  with  the  rubber 
shield  acting  as  a  roof  to  the  utriculus,  empty  an 
infected  vesicle  into  the  vas  by  way  of  the  ejaculatory 
duct. 

The  anatomic  position  of  the  distended  vesicles 
behind  and  surroimded  by  the  trigonum  vesicae 
places  them  in  position  for  sound  interference. 

Third,  a  Kollmann  dilator  acting  upon  a  distended 
vesicle,  with  a  strictured  ejaculatory  duct  present, 
would  short- circtiit  to  the  vas  deferens  as  the  only 
means  of  exit. 

The  surgeon  is  not  surprised  to  have  post-operative 
epididymitis  follow  operations  round  about  the 
bladder  neck,  which  is  likely  due  to  expressed  infection 
during  surgical  manipulation.  The  same  is  present 
to  a  degree  following  massage  in  that  region. 

The  role  played  by  the  prostate  in  this  infection  is 
not  as  great  as  the  vesicles  on  account  of  the  pros- 
static  emptyings  being  external  to  the  utricle.  The 
infection  would  then  needs  be  carried  by  continuity. 

The  vesicles  emptying  into  the  ejaculatory  ducts 
at  the  vasa  junction  invite  contamination. 

The  resulting  pathology  of  the  vesicle  after  infec- 
tion is  similar  to  other  mucus-lined  tubes,  with  the 
addition  that  the  seminal  vesicles  contain  glandular 
tissue. 

Had  embryologists,  along  with  the  ejaculatory 
ducts  and  broad  hgaments,  given  the  utricle  the 
vesiculae  seminales  instead  of  apportioning  them  to 
the  Wolffian  duct  system,  we  could,  from  female 
homology,  call  them  male  "pus  tubes"  when  purulent. 
With  no  license  for  analogy,  probably  the  best 
comparison  with  the  female  is  the  Bartholene  gland 
and  duct  pathology: — 
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1.  Like  the  epididymus  and  vesicle,  the  left  one  is 
the  most  frequently  infected  with  Neisers  coccus. 

2.  The  evacuated  fluid  resulting  from  duct  obstruc- 
tion (retention  cyst)  concomitant  to  passive  inflam- 
mation of  the  vulvo-vaginal  gland  or  duct  or  a 
vesictilo  seminal  gland  or  duct  (ejaculatory)  is  aHke 
in  color  and  composition^. 

3.  They  are  both  surrounded  by  loosely  connected 
tissue,  which  affords  room  for  distension. 

4.  There  is  a  hke  incHnation  to  refill  after  evacua- 
tion. 

5.  Today,  complete  extirpation  is,  in  both,  the  sur- 
gical necessity  for  a  cure. 

As  to  usefulness  and  functional  necessity — had 
the  maker  of  man  anticipated  infection  he  could  have 
delegated  the  work  of  the  seminal  vesicles  to  Co wper's 
glands",  which  are  more  accessible  for  removal.  Thus 
could  he  have  simplified  a  surgical  procedure  which 
encounters  grave  difficulties. 

I  know  of  no  class  of  cases  with  the  same  percen- 
tage of  pre  valency  that  test  the  surgeon's  skill  with 
less  success  than  infected  vesicles  and  prostate. 

From  the  hypotheses  that  the  infected  vesicles  are 
etological  factors  in 

(a)   Epididymitis; 

(6)   Gonorrheal  arthritis; 

{c)  Prostatitis; 

((f)  Cystitis;  and  even 

{e)  Appendicitis^; 
That    section    of    vas    deferens    with    drainage   pro 
tempore  reheves  post  bladder  symptoms;    that  there 
is  a  comparison  with  the  female    "pus    tube"    and 
Bartholini    gland   infection,    opens  the  question,   on 

1.     Comparative  Anatomy:  Squirrel,  genitalia  shows    Cowper's   gland 
/orty  times  larger  than  the  seminal;  civet  cat,  absence  of  seminal  vesicles 
and  larger  Cowper's  glands;  goat,  no  seminal  vesicles. 
i    2.     In  one  case  of  seminal  vesicle  cyst  quoted  by  Jacobson,  ten    pints 
of  brown  serous  fluid  were  drawn  o2. 

3.  "  Unusual  Positions  of  the  Appendix."  Tuholske,  Jour.  A.  M.  A. 
April  25,  1908,  page  1378. 
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contemplating  their  complete  removal,  whether  the 
end  results  justify  the  means  necessary  for  their 
removal.  That  their  total  eradication  is  desired, 
goes  without  saying. 

Surgery  is  governed  by  necessity.  If  no  other 
means  permanently  controls  vesicular  pathology,  sur- 
gical removal  is  the  necessity  for  the  vesicle,  as  well 
as  the  prostate,  when  infected. 


CONFESSIONS    OF    A    YEOMAN    PROSTATEC- 
TOMIST. 


JOSEPH  RILUS  EASTMAN, 
INDIANAPOLIS,   IND. 


At  the  last  meeting  of  the  American  Urological 
Association,  Dr.  Granville  MacGowan,  of  Los  Angeles, 
said  of  prostatectomy  that  the  difficulties  of  the 
operation  have  been  so  minimized,  the  benefits  in 
many  cases  so  magnified,  and  imperfect  results  so 
glossed  over  or  concealed  by  writers  of  known  opera- 
tive skill,  that  many  who  have  only  a  very  uncertain 
idea  of  the  anatomy  of  the  urogenital  organs  are 
emboldened  to  commence  operations  which  they 
never  finish  and  the  necessity  for  which  is  often  only 
problematical.  So  much  bad  work  of  this  nature  is 
being  done  that  this  very  beneficent  operation  may 
easily  fall  into  disrepute. 

A  man  about  to  undergo  prostatectomy  manifestly 
places  his  life  in  the  hands  of  the  surgeon  who  oper- 
ates him.  The  author  of  the  method  employed 
contributes  somewhat  to  the  result,  but  in  no  such 
degree  as  the  operator  in  the  individual  case.  Any 
operator  is  absurd  who  lays  the  blame  for  his  failures 
and  disappointments  upon  faulty  methods  without 
assuming  the  lion's  share  of  culpability  for  his  lack 
of  judgment  and  skill  and  his  clumsiness  as  an  execu- 
tant. 

As  we  stand  marveling  at  the  machine-like  technic 
of  Young  and  Mayo  and  Freyer,  among  other  impres- 
sions which  we  chronicle  is  the  one  that  the  methods 
which  bear  the  names  of  these  men  are  theirs,  indeed, 
and  no  one's  else  in  the  same  sense.  Their  records 
pertain  less  to  their  methods  than  to  themselves  and 
their  genius. 
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Gask  sews  up  the  wound  in  the  bladder  after  supra- 
pubic prostatectomy,  depending  only  upon  a  catheter 
drain,  and  Freyer  leaves  in  a  tube  large  enough  to 
remind  one  of  a  steamboat  funnel,  laying  the  utmost 
stress  upon  the  ample  drain.  Each  has  amazingly 
good  results,  yet  each  condemns  the  other's  plan. 
Gask  takes  plenty  of  time,  and  Freyer  operates  by 
the  split  second  watch.  The  man  is  more  important 
than  his  method. 

How  well  even  the  unskilled  reaUze  that  with  in- 
creasing experience  and  increasing  devotion  come 
sounder  judgment  and  increasing  precision  of  technic 
and,  therefore,  better  results. 

This  quickly  explains  why  one  surgeon  has  lost  of 
twenty-six  patients  treated  by  prostatectomy  more 
than  fifteen  per  cent.  It  explains  his  fistulas,  peri- 
neal and  urethro-rectal,  and  protracted  periods  of 
convalescence,  as  it  explains  loss  of  sexual  power  and 
incontinence.  There  are  some  events,  however, 
which  it  does  not  explain. 

Like  many  others,  I  have  found  it  difficult  before 
operation  to  distinguish  between  benign  and  maUg- 
nant  enlargements  of  the  prostate  gland.  Albarran 
and  Halle,  in  a  series  of  one  hundred  cases  of  sup- 
posed benign  prostatic  hypertrophy,  found  carcinoma, 
as  has  been  frequently  quoted,  in  fourteen  cases. 
This  percentage  of  malignant  enlargements  seems 
rather  high,  yet  C.  H.  Mayo  found  in  two  hundred 
and  ninety-one  cases  of  prostatic  overgrowth  twenty- 
six  implications  by  carcinoma,  or  almost  nine  per 
cent.     Mayo  had  twenty-eight  deaths. 

There  is  no  doubt  that  some  men  of  great  experi- 
ence have  the  acumen  necessary  to  determine  quite 
definitely  before  operation  the  character  of  the  pros- 
tatic enlargement,  a  faculty  quite  beyond  me  and 
many  of  my  colleagues,  and  I  realize  that  they  cannot, 
if  they  would,  share  with  us  that  fine  judgment  and 
art  which  come  only  out  of  an  experience  remarkable 
for  both  its  length  and  its  fibre. 


144 

In  my  own  short  experience  I  have  had  a  death 
from  prostatic  carcinoma,  there  having  been  in  evi- 
dence only  a  smooth,  round  projection  into  the 
bladder,  involving  the  posterior  median  commissure, 
and  I  have  advised  a  man  with  a  bossed  and  nodu- 
lated prostate  and  cachexia  to  be  operated  for  carci- 
noma and  he  recovered  completely  without  operation. 

The  most  accomplished  prostatectomist  in  the 
world  makes  the  statement  that  the  general  recogni- 
tion of  the  increasing  frequency  of  carcinoma  of  the 
prostate  renders  it  imperative  that  early  diagnosis 
and  radical  operations  be  made.  During  the  past 
four  years  he  says  there  has  appeared  in  his  own 
practice  one  case  of  cancer  to  every  four  cases  of 
hypertrophy  of  the  prostate. 

Hawley^  mentions  Engelbach,  Burkhardt,  Oraison, 
Harrison,  Green,  Brooks,  Belfield,  Von  Frisch  and 
many  other  writers  who  have  spoken  more  or  less 
recently  of  the  unappreciated  relative  frequency  of 
carcinoma  of  the  prostate.  Writers,  old  and  new, 
have  called  attention  to  the  rather  frequent  associa- 
tion of  hypertrophy  with  cancer,  and  although 
Powers^  could  find  record  of  but  twenty-nine  cases 
of  sarcoma  of  the  prostate,  and  whereas,  no  doubt, 
sarcoma  is  rare  in  the  prostate,  nevertheless  malig- 
nant disease,  generally  speaking,  is  common.  Labadie 
and  Harrison  have  remarked,  as  has  Hawley  in  sup- 
port of  them,  that  carcinoma  of  the  prostate  is  far 
more  common  than  we  have  been  led  to  think. 

The  surgeon  who  does  not  systematically  submit 
his  extirpated  prostates  to  a  competent  pathologist 
for  microscopic  examination,  cannot  know  what  he 
has  removed.  It  is  now  well  known  that  many 
so-called  hypertrophied  prostates,  exhibited  as  such 
in  collections,  have  been  found  to  be  cancerous.  The 
lymph  glands  may  not  be  involved  and  there  may  be 
no  distinguishing  symptom. 

1.  Annals  of  Surgery,  June,  1904. 

2.  Annals  of  Surgery,  January,  1908. 
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Dr.  Mayo  in  his  whole  Hst  of  prostatectomies  lost 
twenty-eight.  All  but  two  of  the  fatal  cases  were 
cancerous,  from  which  it  will  be  seen  that  Dr.  Mayo's 
record  is  best  of  all,  unless,  perhaps,  others  like  him- 
self have  included  all  cases  as  they  met  them,  cancer- 
ous or  not,  as  prostatectomies.  We  can  learn  nothing 
from  statistics  as  to  the  comparative  value  of  methods 
unless  all  the  facts  are  clear.  The  comparatively 
inexperienced  are  misled  by  ambiguous  reports. 

A  series  of  one  hundred  cases  of  prostatic  enlarge- 
ment without  a  single  case  of  carcinoma  would  repre- 
sent a  remarkable  series,  indeed.  Therefore,  not  to 
expect  some  failures  in  such  a  series  is  folly.  No 
one  will  wish  to  refute  this  statement.  Yet  there 
are  those  who  inadvertently  leave  the  impression 
that  with  the  best  present  knowledge  and  skill  a 
series  of  one  hundred  successive  successful  prostatec- 
tomies may  be  attained.  Is  it  not  fair  to  say  that 
the  most  trusted  authorities  often  carelessly  fail  to 
make  clear  that  their  lists  of  successful  prostatec- 
tomies do  not  concern  carcinoma,  for  the  carcinoma 
cases  die  more  or  less  promptly  and  it  is  fair  to 
assume  that  success  means  permanent  relief. 

Should  not  one  giving  results  in  the  form  of  statis- 
tics make  clear  whether  the  term  prostatectomy  is 
taken  to  mean  the  removal  of  only  benign  so-called 
hypertrophied  prostates  or  the  removal  of  all  pros- 
tates, ad  seriatim,  for  any  cause,  according  to  the 
interpretation  of  Charles  Mayo  ? 

Are  we  not  comparing  incomparable  things? 
Should  there  not  also  be  a  clearer  understanding  as 
to  what  constitutes  death  from  prostatectomy  in 
cases  complicated  with  serious  lesions  beyond  the 
prostate  ? 

Dr.  Bryan,  of  Richmond,  makes,  I  believe,  a  rep- 
resentative presentation  when  he  says  that  "were 
the  prostate  the  only  cause  of  the  patient's  condition, 
it  could  be  speedily  remedied,  but  those  conditions 
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which  have  been  going  hand  in  hand  with  the  enlarg- 
ing prostate  have  also  been  undergoing  a  pathological 
metamorphosis.  Surgery  cannot  rectify  in  as  many 
minutes  conditions  which  have  taken  years  to  obtain. 
The  bladder  wall,  the  ureters,  the  pelvis  and  kidney 
substance,  the  heart,  the  arteries,  the  general  anemia, 
depletion  and  urosepsis,  incident  to  damming  back 
of  waste  products  destined  for  excretion — and  not 
for  systemic  absorption — are  also  to  be  reckoned 
with  and  cautiously  weighed. 

"In  the  normal  man,  perineal  prostatectomy  is 
nothing  more  than  a  deeper  dissection  of  an  external 
urethrotomy  and  should  be  attended  with  no  more 
risk;  but  a  prostatectomy  is  never  performed  in  a 
healthy  subject.  It  is  essentially  a  disease  of  ad- 
vanced life,  senile  changes,  contracted  kidney  and 
atheromatous  arteries — pathological  states  which  call 
for  the  physician's  advice  aside  from  any  operative 
procedure. 

"The  anesthetic,  the  shock  (primary  and  delayed), 
hemorrhage,  congestion  of  the  kidney,  uremia,  pul- 
monary oedema,  embolism,  lowered  index  of  repair, 
and  other  less  frequent  complications  and  sequeloe, 
are  sufficient  to  pronounce  the  operation  of  severe 
character,  attended  with  more  than  ordinary  risk, 
but,  of  course,  with  brilliant  results  in  selected  cases." 

There  is  little  doubt  that  renal  infection  is  best 
treated  by  good  bladder  drainage,  but  should  we, 
whose  experience  in  prostatectomy  scarcely  sur- 
passes the  score,  subscribe  to  the  unqualified  state- 
ment that  such  drainage  is  best  obtained  by  removal 
of  the  prostate  through  the  perineum  ?  Mechanically, 
this  gives  the  best  drainage;  but  is  it  always  wise  to 
take  the  risk  attending  prostatectomy  in  order  to 
provide  drainage  which  can  be  had  with  so  much  less 
hazard  ? 

One  excellent  authority  states  that  he  rarely  finds 
preliminary  drainage  necessary,  but  elsewhere  remarks 
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that  prostatectomy  is  undertaken  in  cases  of  renal 
infection  and  other  complications  if  the  patient  has 
not  improved  on  prehminary  treatment,  as  catheter 
drainage.  I  have  seen  a  man  vomit  himself  to  death 
after  prostatectomy,  who  I  beheve  might  have  been 
saved  by  efficient  preliminary  drainage. 

The  surgeon  who  does  not  select  his  cases,  exclud- 
ing some  from  operation,  must,  in  the  very  nature 
of  the  elementary  propositions  of  pathology,  some- 
time lose  one  from  uremia. 

The  enlarged  prostate  and  inflamed  bladder  mili- 
tate against  exact  diagnosis  of  the  kidney  complica- 
tion. 

The  intense  suffering  attending  a  violent  cystitis 
and  renal  infection  will  determine  the  patient's 
choice  in  favor  of  operation  despite  the  great  risk  in 
nearly  every  case,  and  the  surgeon  who  would  refuse 
to  operate  in  such  a  case  is  worse  than  a  manipulator 
of  statistics,  and  yet,  in  view  of  estabhshed  principles 
of  pathology  and  prognosis  pertinent  in  such  cases, 
I  cannot  understand  how  death  is  averted  by  others. 
In  my  relatively  short  career,  two  have  died  from 
uremia  and  after  operations  in  which  I  thought  I 
had  in  a  reasonable  measure  mastered  the  principles 
of  technic  of  those  who  avert  death  from  this  cause. 

The  moral  stands  forth  that  the  only  efficient  means 
of  preventing  cystitis  and  renal  infection  as  a  com- 
phcation  is  so  to  establish  prostatectomy  in  the 
esteem  of  physicians  and  laity  that  it  will  be  accepted 
readily  as  the  only  useful  method  of  treatment  when 
catheter  Ufe  would  otherwise  begin.  This  statement 
made  in  1904  by  Moore,  of  MinneapoUs,  true  then 
and  truer  now,  in  view  of  perfection  of  technic, 
should  be  the  motto  and  maxim  of  every  prostatec- 
tomist. 

I  am  unable  to  minimize  the  dangers  of  prostatec- 
tomy and  its  seriousness  to  the  degree  of  forgetting 
the  large  element  of  safety  provided  by  preliminary 
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cystotomy,  the  prostatectomy  in  two  stages  recom- 
mended by  Chetwood  and  Summers. 

The  published  reports  of  the  most  trusted  authori- 
ties say  precious  little  of  draining  first.  Many  of  us 
are  called  into  the  country  at  night  to  a  prostatiker 
with  acute  retention,  whose  prostatic  urethra  has 
almost  certainly  been  brutely  traumatized  and  per- 
haps infected  by  efforts  at  catheterization.  Such 
cases  must  be  first  drained.  Freyer  often  drains 
first.    Young's  last  report  is  silent  upon  this  point. 

It  is  unreasonable  to  expect  preservation  of  the 
sexual  or  pro-creative  power  after  Freyer' s  opera- 
tion. Freyer  has  quite  given  up  this  contention. 
Being  asked  by  the  writer  whether  he  claimed  preser- 
vation of  normal  sexual  power  after  his  operation, 
Freyer  made  the  significant  reply,  "Not  any  more." 
It  will  be  remembered  that  Freyer  states  that  he 
divides  the  urethra  behind  the  opening  of  the  ejacu- 
latory  ducts.  The  veramontanum  and  sinus  pocu- 
laris  are  visible,  however,  in  his  specimens  at  the 
Ro^T'al  Museum. 

Eldred  Comer,  of  St.  Thomas',  who,Uke  everybody 
else  in  England,  makes  practically  the  same  operation 
that  Freyer  calls  his  own  and  who  lost  only  one  in 
his  first  twenty- five,  sees  small  chance  of  saving  the 
ducts  in  the  complete  English  suprapubic  operation. 
Freyer  does  not  expect  it  now.  He  now  defines  suc- 
cess as  meaning  that  the  patient  regains  the  power 
of  retaining  and  passing  the  urine  without  the  aid  of  a 
catheter. 

Young's  operation  done  by  himself  offers  the  best 
chance  of  preser\^ation  of  the  reproductive  apparatus. 
I  imagine,  however,  that  others  of  small  experience 
like  myself  have  often  in  performing  Young's  opera- 
tion so  traumatized  the  pudic  vessels  and  ner\^es  and 
perineal  muscles  as  to  preclude  the  reappearance  of 
sexual  strength  after  the  perineal  prostatectomy. 

Mayo's  operation,  which,  as  done  by  Mayo  himself, 
is  attended  by  the  minimum  of  trauma  to  the  peri- 
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neal  vessels,  nerves  and  muscles,  cannot  be  done,  it 
seems  to  me,  by  an  ordinary  man  without  incidental 
tearing  of  the  ejacxilatory  ducts. 

Perhaps  when  we  have  learned  to  do  a  Young's 
operation  quite  properly,  we  can  eliminate  the  danger 
to  the  ducts  as  well  as  to  the  vessels,  nerves  and 
muscles. 

To  one  who  has  had  fistulae  galore,  the  suprapubic 
operation  of  Fuller  and  Freyer  appeals  as  it  cannot 
to  those  who  have  been  more  fortunate  or  more 
skilful.  Mr.  RawHngs,  of  Guy's,  says  fistulae  are 
unknown  in  England.     Freyer  says  he  never  had  one. 

If  Yotmg  has  been  ingenious  enough  to  avoid 
fistulae  by  precisely  bringing  together  the  edges  of 
the  levatores  ani  and  prompt  removal  of  the  gauze 
and  drain  on  the  second  day,  still  it  can  hardly  be 
denied  that  the  puncturing  of  the  prostatic  sheath 
or  vesicorectal  fascia  will  in  the  experience  of  most 
men  be  accompanied  by  some  Hkehhood  of  fistulae 
formation.  This  danger  must,  in  the  nature  of 
things,  be  slighter  when,  as  in  the  suprapubic  opera- 
tion, the  gland  is  lifted  off  the  fascia  instead  of  being 
pulled  down  through  it. 

McClaren  and  Mayo  and  all  of  those  who  reach  up 
through  the  prostatic  urethra  and  enucleate  the 
prostate  through  the  mucous  surface,  can  theoreti- 
cally and  practically  excochleate  the  gland  with  very 
slight  or  no  injury  to  the  vesico-rectal  fascia. 
Perhaps  this  factor  accounts  in  some  means  for  the 
rarity  of  fistulae  after  the  intra-urethral  attack. 

Concerning  dribbling  of  urine  after  prostatectomy, 
Fuller,  quoted  by  Porter,  says  that  in  four  hundred 
cases  he  has  had  but  one  instance  of  permanent 
dribbling  and  in  that  case  the  dribbling  occurred  only 
on  exertion. 

So  skilful  and  experienced  a  man  as  Fuller  can 
doubtless  t\im  out  the  prostate  with  no  injury  to 
the  sphincter  muscles  or  the  nerves  controlling  them. 
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but  I  believe  that  when  the  truth  is  known  of  the 
results  of  the  average  genito-urinary  surgeon  (and  I 
judge  largely  by  my  own  disagreeable  experiences) 
it  will  appear  that  dribbling  after  prostatectomy, 
varying  from  slight  transitory  dribbling  to  complete 
incontinence,  presents  itself  in  a  considerable  per- 
centage of  cases.  All  of  my  first  ten  prostatectomies 
dribbled. 

I  have  observed  prolonged  dribbling  several  times 
after  forcible  dilatation  of  the  prostatic  urethra  for 
stricture,  and  certainly  it  may  be  expected  to  follow 
prostatectomy  occasionally. 

Leakage  due  to  the  leaving  of  lobules  at  the  ure- 
thral orifice  and  to  injury  of  the  sphincters  has  ap- 
peared repeatedly  in  my  commonplace  record.  I 
trust  that  by  approaching  the  prostate  back  of  the 
bulb  and  triangular  ligament,  I  may  do  less  damage 
in  the  future.  However,  like  MacGowan,  the  bad 
results  which  I  have  seen  have  not  always  been  attri- 
butable to  my  own  inexperience.  At  least  a  score 
of  men  wearing  urinals  after  prostatectomy  done  by 
the  most  distinguished  and  most  skilful  of  operators 
have  drifted  back  to  me.  If  it  befits  the  experience 
of  one  man  to  say  that  entiresis  after  prostatectomy 
is  a  bugaboo  and  myth,  it  cannot  be  applied  to  the 
experience  of  many.  The  man  with  the  urinal  stalks 
about,  a  very  present  admonition  for  more  careful 
treatment  of  the  sphincters  and  more  precise  and 
thorough  removal  of  nodules  about  them. 

This  is  a  matter  to  which  we  may  with  profit 
address  our  interested  endeavor,  for  out  of  my  own 
unfortunate  experience  I  know  that  a  careful  but 
relatively  inexperienced  operator  may  easily  tear 
through  that  portion  of  the  external  sphincter  just 
below  the  urethra  and  in  front  of  the  third  lobe,  an 
accident  very  likely  to  be  followed  by  incontinence. 

With  proper  care  on  the  part  of  operator  and 
assistants,  it  should  be  possible  to  avoid  injury  to 
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the  rectum,  but  notwithstanding  excellent  authority 
to  the  contrary,  I  submit  that  in  the  hands  of  the 
ordinary  man  this  accident  cannot  be  excluded.  It 
is  my  observation  that  injury  to  the  rectum  occurs 
not  usually,  as  has  been  stated,  because  a  retractor 
blade  has  been  pushed  through  it,  but  rather  because 
of  too  great  lateral  traction  by  too  powerful  pulling 
on  the  retracters,  as  the  result  of  which  the  rectum 
is  split.  As  Moore  has  said,  none  but  an  experienced 
and  trustworthy  assistant  should  be  allowed  to  hold 
the  retracters.  We  who  are  obliged  to  operate  in 
country  homes  and  are  compelled  by  professional 
amenities  and  absurd  interpretation  of  ethics  to 
allow  the  family  physician  to  assist,  have  usually 
the  greatest  sense  of  security  when  such  an  assistant 
is  placed  at  the  distal  end  of  a  long-handled  retracter, 
but  in  prostatectomy  he  is  by  no  means  innocuous  in 
this  relation,  as  I  have  found  to  my  sorrow.  Such  an 
accident  will  almost  never  occur  in  a  modem  operat- 
ing room  with  a  well- trained  operating  corps,  but  I 
would  take  my  oath  that  they  do  occur  in  farm- 
houses in  Indiana. 

The  tearing  of  the  rectum  is  perhaps  not  a  disas- 
trous event,  but  it  is  always  an  annoying  compUca- 
tion  and  often  a  serious  one. 

Several  years  ago,  Watson,  of  Boston,  speaking  of 
prostatectomy,  said  that  "we  are  justified  in  saying 
that  patients  should  be  given  the  benefit  of  it  at  a 
much  earlier  stage  of  the  malady  than  it  has  been 
customary  to  apply  it,  and  that  where  it  is  apphed 
by  those  skilled  in  its  performance,  as  soon  as  the 
hypertrophy  can  be  clearly  detected  by  examina- 
tion, and  if  at  the  same  time  it  is  already  giving  rise 
to  well-marked  symptoms,  and  the  patient's  condi- 
tion is  not  unfavorable  to  the  performance  of  an 
operation  of  this  magnitude,  the  mortality  of  the 
operations,  were  they  appHed  at  that  time,  will  be  a 
trifling  one  and  their  risks  not  nearly  so  great  as 
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those  entailed  by  the  use  of  the  catheter,  assuming 
the  latter  to  have  been  employed  instead  and  under 
the  same  conditions." 

Operative  treatment  has  now  reached  the  status 
at  which  we  are  justified  in  saying  that  all  cases  of 
prostatic  hypertrophy  should  be  treated  by  prosta- 
tectomy, partial  or  complete,  as  soon  as  it  has  begun 
to  produce  annoying  symptoms.  It  is  important 
that  we  should  not  wait  until  the  last  word  has  been 
said  upon  technic  before  we  unanimously  and  with 
emphasis  plead  for  early  operation  in  this  as  in  other 
painful  and  fatal  stirgical  maladies.  When  the  pro- 
fession generally  appreciates  the  importance  of  early 
prostatectomy  before  serious  complications  have  de- 
veloped, then  the  prostatectomist  of  average  skill, 
the  yeoman,  may  be  able  to  approach  more  nearly  to 
the  standards  of  the  masters. 


EXTIRPATION    OF    THE    PROSTATE    GLAND 

AND  SEMINAL  VESICLES  FOR  CYLIN- 

DRIC-CELL  CARCINOMA. 


H.  R.  LOUX, 

PHILADELPHIA,   PENN. 


While  it  must  be  admitted  that  the  statistics  of 
carcinoma  of  the  prostate  are  on  the  whole  very  dis- 
couraging (the  patient  succumbs  as  a  result  of  com- 
plications by  metastasis) ,  it  would  appear  that  where 
an  early  diagnosis  of  malignancy  of  this  gland  could 
be  made  there  could  be  some  hope  of  lowering 
the  percentage  of  recurrence,  especially  so  when  in 
most  cases  we  feel  assured  that  it  is  primary.  In 
cases  of  metastasis  operative  measures  give  relief  tem- 
porarily. In  two  of  my  cases  carcinomatosis  de- 
veloped in  a  comparatively  short  time  after  operation ; 
both  cases  had  marked  vesical  disturbance,  with 
glandular  infiltration  of  the  inguinal  region.  Unfor- 
tunately, the  cases  are  usually  well  advanced  when 
referred  to  the  surgeon.  This  is  also  true  in  hyper- 
trophy. 

F.  H.,  aged  55,  was  referred  to  me  April  1, 1908,  with 
a  brief  history  dating  back  to  1905.  His  physician 
states  that  "at  the  time  of  consultation,  the  patient 
suffered  from  neuralgic  pains  in  the  stomach  prob- 
ably due  to  the  constant  use  of  alcohol;  haemoglobin, 
90;  tongue  pale  and  flabby;  liver  rather  small;  weight 
182^  pounds.  I  did  not  see  the  patient  again  until 
February  3d,  when  he  had  trouble  in  passing 
urine;  weight  at  this  time  174  pounds,  showing  a 
progressive  decrease;  haemoglobin  45%.  On  Febru- 
ary 17th  it  rose  to  50%  and  then  to  70%;  there  was, 
however,  a  constant  loss  of  weight  from  174  to   160 
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pounds  on  March  the  30th,  the  last  time  I  saw  him 
in  my  office,  haemoglobin  being  65%." 

My  first  examination  of  the  patient,  on  April  1st,  1908, 
revealed  a  history  of  urinating  four  to  five  times  a 
day,  accompanied  with  slight  pain  and  difficulty  in 
starting  stream,  which  is  diminished  in  volume,  and 
losing  its  former  projectile  power;  there  is  no  hemor- 
rhage from  the  bladder,  nor  any  difficulty  in  insert- 
ing a  soft-rubber  catheter,  although  it  caused  con- 
siderable pain.  The  residual  urine  was  six  ounces. 
Palpation  of  the  prostate  by  the  rectum  elicits  a 
sHght  enlargement  of  both  lobes;  they  are  irregular 
and  hard;  the  density  which  is  so  characteristic  in 
circumscribed  malignancy  of  the  prostate  attended 
with  acute  pain  on  palpation  was  more  intense  along 
the  lateral  margin  of  the  right  lobe,  and  posterior  to 
the  junction  of  the  right  vesicle. 

On  April  2d  a  cystoscopic  examination  was  made 
without  anesthesia,  which  procedure  caused  consid- 
erable distress  and  slight  bleeding;  we  succeeded, 
however,  in  securing  a  good  view  of  the  prostate, 
which  did  not  project  into  the  bladder,  also  of  the 
bladder,  which  was  filled  with  ten  oimces  of  warm 
boracic  acid  solution;  the  bladder  appeared  normal, 
there  was  slight  hyperemia,  which  could  be  readily 
attributed  to  obstruction  by  the  prostate. 

Of  the  objective  symptoms  cachexia  was  clearly 
noticeable;  loss  of  weight  persistent  under  the  most 
careful  nourishment.  These  determined  the  opera- 
tive course  which  we  pursued.  On  April  28th 
the  patient  was  etherised,  the  prostate  gland  extir- 
pated, and  seminal  vesicles  with  a  portion  of  the 
vas  deferens  on  both  sides  were  removed  by  way  of 
perinetmi.  The  perineum  was  partially  repaired  and 
drainage  instituted  for  forty-eight  hours,  when  a 
catheter  was  inserted,  allowing  the  perineal  opening 
to  contract  and  a  new  urethra  to  form.  On  May 
18th  the  catheter  drainage  was  removed,   and  the 


155 


perineal  opening  closed.     The  patient  is  able  to  void 
tirine  at  regular  intervals  from  foxir  to  five  hours. 
There  has  been  no  incontinanc^  or  dribbling  of  urine, 
nor  is  there  difficulty  in  urination. 
Urinary  reports. 


On  admission : — 
Clear,  yellow. 
Sp.  gr.,  1024. 
Reaction,  acid. 
Albumen,  none. 
Sugar,  none. 
Urea,  2.5%. 

May  the  20th : — 
Turbid,  yellow. 
Sp.  gr.,  1012. 
Reaction,  acid. 
Albumen,  none. 
Urea,  1.5%. 
Sugar,  none. 

Blood  Examinations, 


Crystals,  none. 
Amorphous,  few  tirates. 
Epithelial  cells,  few. 
Pus,  few  cells. 
Blood,  none. 
Casts,  none. 

Crystals,  none. 

Amorphous,  none. 

Epithelial  cells,  squamous. 

Pus,  abundant. 

Casts,  none. 

Blood,  few  red  cells. 


Date 
4.26.08 
4.27.08 
5.  4.08 
5.11.08 
5.15.08 
5.18.08 
5.20.08 
5.23.08 


Reds         Whites    C.  I.      Hgl. 


4,020,000 
4,050,000 
3,400,000 
2,910,000 
3,480,000 
3,980,000 
3,120,000 
3,960,000 
5.27.08      4,040,000 


6,200      0.99 


11,800 
9,680 

11,880 
9,040 
8,000 
8,000 


0.63 
0.85 
0.78 
0.59 
0.98 
0.76 


80% 
77% 
43% 
50% 
53% 
47% 
61% 
60% 


Remarks. 
On  admission 
Before  operation 
After 


0.72      58% 


A  small  portion  of  the  ureteral  side  of  the  prostate 
was  taken  for  histologic  examination.  The  report  is 
as  follows: — 

"Specimen  consists  of  a  wedge-shaped  piece  of 
tissue  2  cm.  in  length  and  0.5  cm.  at  is  thickest  point; 
weight  1  gm.  It  is  greyish-pink,  slightly  granular 
and  fairly  firm. 

"The  specimen  was  fixed  in  Heidenhain's  solution, 
embedded  in  paraffin,  sectioned,  and  stained  with 
hematoxylin  and  eosin. 
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"Histology.  The  sections  contain  a  great  deal  of 
dense  wavy  fibrous  tissue  and  a  small  amount  of 
smooth  muscle,  the  latter  being  more  abundant 
along  one  margin.  Both  structures  contain  a  few 
small  round  cells,  evidently  polyblasts,  and  blood 
vessels,  some  of  which  have  greatly  thickened  walls 
and  unoccupied  lumina.  The  fibrous  tissue  forms 
spaces  in  which  lie  stratified  layers  of  cylindric  cells 
that  appear  to  border  directly  on  the  fibrous  tissue. 
The  nuclei  are  ovoidal,  basal,  stain  fairly  well  and 
possess  some  chromatin.  The  protoplasm  is  granular 
and  acidophilic.  Occasionally  the  cell  layers  form 
teat-hke  projections  into  the  lumina.  At  some  points 
the  cells  appear  to  reside  in  the  lymph  spaces. 

"Diagnosis.     Cylindric-cell  carcinoma." 

DISCUSSION 

OF    PAPERS   OF   DRS.    BARNETT,    EASTMAN    AND    LOUX. 

Dr.  J.  Block  of  Kansas  City:  I  was  particularly  inter- 
ested in  the  report  of  Dr.  Loux.  I  desire  to  put  on  record 
here  a  case  which  presented  some  features  rather  unusual  in 
carcinoma  of  the  prostate,  and  rather  exceptional  in  the  results 
of  the  treatment  that  followed.  This  was  an  instance  of  a 
retired  physician  who  consulted  me  with  the  ordinary  symp- 
toms of  an  incipient  enlargement  of  the  prostate;  that  is  to 
say,  he  had  had  no  pain,  no  disturbance  except  that  he  was 
obliged  to  rise  once  or  twice  during  the  night  to  evacuate  his 
bladder.  The  urinary  examination  was  absolutely  negative, 
the  specimen  being  clear  and  sparkling.  After  emptying  the 
bladder  by  a  voluntary  effort  there  were  but  three  ounces 
of  residual  urine.  By  the  ordinary  palpatory  methods  the 
prostate  did  not  seem  to  be  very  much  enlarged;  it  was  soft, 
and  the  enlargement,  if  any,  was  intravesical.  About  a  year 
subsequent  to  this  he  again  returned,  stating  that  the  symp- 
toms were  a  little  more  pronounced,  but  without  pain.  The 
residuum  was  then  fifteen  ounces.  Cystoscopy  revealed  a  very 
shghtly  enlarged  prostate,  both  lobes  projecting  to  a  very 
slight  extent,  as  seen  by  the  cystoscope.  Operation  was 
advised.  For  some  reason  or  other  he  was  called  to  a  well- 
known  Western  city  where  there  resides  a  very  distinguished 
genito-urinary  surgeon,  a  member  of  this  Association,  who 
also  advised  operation;  but  being  rather  fearful  of  the  knife, 
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the  suggestion  of  a  Bottini  was  made  and  accepted.     Spinal 
anesthesia  with  cocaine  was  tried,  but  failed,  and  chloroform 
had  to  be  substituted.     What  the  nafure  of  the  accident  was 
and  how  it  came  about,  are  difficult  for  me  to  understand. 
It  was  a  matter,  however,  that  I  know  has  not  been  recorded, 
or  if  it  has  I  have  not  seen  it  mentioned  as  one  of  the  dangers. 
Instead  of  effecting  a  cure,  practically  the  entire  urethra 
was  sloughed   out,    so  that  the  poor  fellow  was  left  with  a 
fisttila  at  the  peno-scrotal  angle  and  another  in  the  perineiun, 
through  which  he  urinated  with  great  diffictdty;  he  also  had 
a  marked  amount  of  incontinence.     The   entire  pendtdous 
urethra  was  gone.     When  he  returned  he  felt  that  something 
should  be  done,  and  he  objected  to  the  use  of  an  anesthetic. 
To  make  a  preUminary  exploratory  operation  and  to  relieve 
him,  as  we  thought,  I  did  a  suprapubic  cystotomy  under  a 
local  anesthetic  and  introduced  a  tube,  which  for  a  time 
brought  relief,  and  I  hoped  that  then  we  might  do  something 
to  make  a  perineal  penis — a  perineal  urethra — and  relieve 
him  in  that  way.     In  a  few  months  thereafter,  when  we 
endeavored  to  remove  this  hypertrophied  prostate,   as  we 
supposed,  we  found  that  it  was  as  indurated  as  bone.      It 
was  only  with  the  greatest  diffictdty  that  we  cotdd  remove 
what  remained  of  the  gland,  and  it  proved  to  be  a  carcinoma. 
So  here  was  an  instance  in  which,   apparently  at  least,    a 
thing  that  appeared  benign  in  the  beginning  was  really  a 
carcinoma  without  any  symptoms  that  might  be  referred  to 
that  disease  as  instanced  by  Dr.  Loux.     He  had  no  pain,  no 
distress,  apparently  an  ordinary  case  of  slight  hypertrophy. 
It  was  quite  difficult  to  explain  how  the  accident  occurred 
in  the  hands  of  this  prominent  and  very  skilful  operator. 
The  lesson,  however,  that  it  teaches  is  this:  that  of  many  of 
these  cases  that  we  assume  to  be  benign — a  very  considerable 
percentage  I  should  say  from  my  experience  and  from  what 
I  have  seen — not  less  than  eight  or  ten  per  cent  are  really 
carcinomatous,   and  oftentimes  appear  without  any  symp- 
toms significant  of  that  disease,  leading  us  to  presume  at 
least  that  the  statements  of  some  pathologists  are  correct; 
that  there  is  a  possibility  of  a  change  from  a  benign  to  a 
malignant  growth,  a  theory  that  I  have  always  been  loath 
to  accept.     It  also  instances  the  fact  that  the  so-called  benign 
operation,  the  Bottini,  is  one  that  is  sometimes  fraught  with 
danger,  and  in  this  instance  it  produced  a  result  that  up  to 
the  present  time  I  have  not  seen  reported. 

Dr.  G.  Frank  Lydston  of  Chicago:  The  point 
brought  out  by  Dr.  Loux  that  the  occurrence  of  primary 
carcinoma  is  much  more  frequent  than  is  ordinarily  supposed 
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is  well  taken.  I  believe  that  with  increasing  experience 
experts  in  this  line  of  work  are  becoming  more  strongly  con- 
vinced that  primary  carcinoma  of  the  prostate  is  relatively 
frequent.  I  find  that  in  late  years,  as  I  have  been  a  little 
more  keenly  on  the  lookout  for  this  class  of  cases,  the  pro- 
portion of  carcinoma  of  the  prostate  apparently  primary  (in 
some  cases  conclusively  so)  as  far  as  post  mortems  show 
has  greatly  increased.  I  have  learned  to  look  with  a  great 
deal  of  suspicion  on  a  nodular  prostate  in  a  man  relatively 
young,  in  whom  hemorrhages  have  taken  place,  and  marked 
loss  of  flesh  and  strength  have  occurred  within  a  short  time. 
In  by  far  the  majority  of  these  cases  I  think  it  will  be  found 
that  (Carcinoma  and  not  ordinary  prostatic  hypertrophy 
exists. 

In  reference  to  the  early  detection  of  carcinoma  of  the 
prostate,  it  is  an  unfortunate  fact  that  in  a  great  proportion 
of  instances  the  carcinomatous  involvement  is  well  advanced 
before  urinary  symptoms  occur.  In  some  instances  break- 
ing down  has  occurred  almost  simultaneously  with  the  first 
manifestations  of  the  genito-urinary  disturbances. 

As  to  the  wisdom  of  operation  on  a  large  proportion  of 
these  cases — I  state  this  advisedly  because  they  are  usually 
late  in  appearing  for  consultation — that  is  an  open  question. 
I  am  by  no  means  certain  that  it  is  not  better  in  many  of 
these  cases  to  do  a  palliative  suprapubic,  or  even  perineal 
drainage,  rather  than  to  attempt  a  radical  operation.  Radical 
operation  is  usually  in  these  cases,  even  where  a  fair  degree 
of  cleanliness  and  thoroughness  can  be  obtained,  followed  by 
incontinence,  for  the  reason  that  the  growth  involves  the 
vesical  neck  to  such  an  extent  that  serious  darriage  to  that 
structure  is  done  in  the  extirpation.  In  some  instances  it  is 
impossible  to  get  the  growth  out  cleanly  without  practically 
destroying  the  prostato- vesical  orifice,  and  in  some  instances 
in  which  the  growth  cannot  be  completely  extirpated  there 
is  sufficient  infiltration  of  the  internal  sphincter  to  produce 
rigidity,  and  this,  in  combination  with  the  cicatricial  contrac- 
tion that  follows  the  operation,  is  liable  to  be  followed  by  incon- 
tinence of  urine. 

With  reference  to  incontinence  of  tuine  following  ordinary 
prostatectomy,  I  think  Dr.  Eastman  pretty  thoroughly 
indicated  in  his  paper  that  much  depends  upon  the  amovmt 
of  disturbance  of  the  vesical  neck  incident  to  the  operation. 
In  direct  proportion  to  the  degree  with  which  the  operator 
has  been  able  to  keep  away  from  the  internal  sphincter  will 
be  his  success  so  far  as  avoiding  incontinence  is  concerned. 
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That  it  is  possible  to  avoid  in  all  cases  incontinence  of  tirine, 
I  do  not  believe. 

With  reference  to  the  encouragement  that  has  been  offered 
the  novice  by  pubUshing  reports  of  prostatectomies  and 
brilliant  descriptions  and  pictures  of  operations,  I  have  a 
decided  opinion  which  I  am  going  to  express  without  any 
intent  to  be  discourteous  or  to  discredit  any  man  or  his  work. 
I  am  going  to  take  as  a  type  that  has  done  the  most  damage, 
the  operation  of  our  distinguished  President,  Dr.  Young, 
and  the  operation  of  Parker  Syms  of  New  York.  I  have  in 
my  mind's  eye  a  very  vivid  recollection  of  these  operations 
as  they  appeared  in  the  Journal  of  the  American  Medical 
Association  and  elsewhere.  A  very  beautiful  and  attractive 
operation,  an  operation  that  would  attract  the  novice  and 
convince  him  that  aU  he  had  to  do  was  to  make  a  median 
incision  in  the  perineum,  with  a  retractor  pull  the  prostate 
down,  pry  it  out  of  the  perineum,  make  an  incision  first  on 
one  side  and  then  on  the  other,  and  fish  out  the  lobes.  I 
suspect  that  the  gentlemen  when  they  pubhshed  these 
descriptions  of  their  operations  intended  to  be  diagrammatic 
and  rather  conventional  in  the  matter  of  illustrations.  If 
so,  however,  they  failed  to  so  state.  They  might  leave  it  to 
the  intelligence  of  the  members  of  this  Association  to  draw 
that  inference,  but  not  to  the  novice  who  has  had  very  little 
experience  in  prostatectomy.  Now  I  state  without  any 
hesitation,  and,  as  I  said  before,  without  any  intent  of  dis- 
courtesy, that  the  Young  operation,  the  Parker  Syms  opera- 
tion or  any  other  operation  in  which  the  prostate  is  depicted 
as  pried  out  like  a  baseball  by  a  median  incision,  and  incised 
deliberately,  first  on  one  side  and  then  on  the  other,  was 
never  performed  by  any  Uving  man,  and  the  anatomy  of 
the  prostate  and  of  its  surroundings  proves  conclusively  that 
it  cannot  be  done  and  never  will  be  done.  1  leave  it  to  the 
President  to  explain  why  that  particular  illustration  was 
allowed  to  appear. 

With  reference  to  the  mortality :  Some  of  the  enthusiastic 
reports  of  our  prostatectomy  experts  would  lead  us  to  believe 
that  not  only  can  a  perfect  technique  simplify  and  render 
absolutely  safe  the  operation  of  prostatectomy,  but  that  it 
is  also  possible  to  subvert  senile  and  prostatic  pathology  to 
the  desires  of  the  surgeon.  When  you  get  through  with  the 
patient  you  have  what?  An  individual  from  whom  the 
prostate  has  been  removed,  and  you  have  left  behind  a 
certain  degree  and  quality  of  pathologic  change  in  the 
bladder,  kidney  and  ureter  which  depends  entirely  on  the 
duration  of  the  disease,  the  amount  of  obstruction,  the  degree 
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of  infection,  and,  incidentally,  the  age  of  the  patient.  I  do 
not  beUeve  any  systematic  operation  can  be  devised  to  make 
all  of  these  cases  safe  or  which,  in  the  absence  of  a  very  careful 
selection  of  cases,  will  avoid  a  certain  degree  of  mortality. 
The  trouble  with  our  statistics  is  that  men  of  fifty,  fifty-five, 
sixty,  seventy-five  and  eighty  years  of  age  are  "lumped" 
together  independently  of  conditions.  Each  one  is  just 
simply  one  case  of  prostatectomy.  I  do  not  believe  that  this 
method  of  reporting  statistics  is  fair  either  to  the  patient 
or  to  the  surgeon. 

With  reference  to  avoiding  the  ejaculatory  ducts:  There 
are  certain  cases  of  prostatectomy,  partictdarly  in  the  earlier 
cases,  in  which  when  we  attempt  to  remove  first  one  lobe  and 
then  the  other,  and  then  that  alleged  third  lobe,  the  entire 
prostate  comes  free,  and  when  the  entire  prostate  comes 
free  within  the  capsule  I  fail  to  see  how  it  is  possible  to  avoid 
endangering  the  ejactilatory  ducts.  It  is  true,  however, 
that  when  the  prostatic  capsiile  is  entered  through  the 
lateral  wall,  first  on  one  side  and  then  on  the  other,  in  a 
systematic  way,  and  care  is  taken  not  to  matd  the  tissues 
about  too  much,  the  ejaculatory  ducts  in  many  cases  are 
avoided.  I  will  not  say  "can  be  avoided  systematically," 
but  they  can  be  and  are  avoided  in  certain  instances,  as 
shown  by  the  fact  that  the  ejaculation  of  normal  semen 
occurs  in  the  future  life  of  the  patient. 

Dr.  Hugh  H.  Young  of  Baltimore:  It  seems  to  be 
rather  up  to  me  to  do  a  little  explaining.  I  am  very,  very 
glad  indeed  that  this  discussion  occurred,  and  I  ass\ire  both 
of  these  gentlemen  that  I  have  no  hard  feelings  whatever. 

In  the  first  place,  as  to  the  frequency  of  carcinoma,  I 
thoroughly  agree  with  Dr.  Lydston  and  others  in  the  view 
that  it  is  certainly  an  increasingly  frequent  disease  as  shown 
by  our  examinations.  At  the  time  of  the  report  that  was 
quoted  I  had  had  68  cases  of  carcinoma  in  250  cases  of  pro- 
tatic  hypertrophy.  Since  then  I  have  had  100  cases  of 
carcinoma  of  the  prostate  in  500  cases  of  enlargement;  in 
other  words,  100  cases  of  carcinoma  to  400  of  prostatic  hyper- 
trophy. That  goes  to  show  conclusively,  I  think,  that  carci- 
noma is  a  very  much  more  frequent  disease  than  we  had 
previously  thought,  and  that,  certainly  in  my  practice,  it 
occurs  in  the  proportion  of  one  case  of  carcinoma  to  fotu: 
cases  of  hypertrophy. 

Now,  as  to  the  statistics  in  which  I  reported  100  successive 
cases  without  a  death.  Dr.  Eastman  says  I  made  no  mention 
of  the  fact  that  some  of  them  were  cases  of  carcinoma.     I 
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cannot  say  oifhand,  but  either  six  or  eight  were  carcinoma, 
and  there  was  not  a  single  death  among  them.  When  I  say 
no  deaths,  I  mean  no  deaths  during  the  time  the  patient  was 
in  the  hospital — and  the  patients  were  not  sent  home  to  die. 
We  have  here  at  least  three  or  four  men  who  have  spent 
six  months  in  Baltimore  and  have  seen  all  of  these 
cases,  and  I  would  like  you  to  ask  any  of  them  if  these  cases 
are  not  reported  as  they  occurred.  If  anybody  wants  further 
statistics  they  are  perfectly  welcome  to  the  Johns  Hopkins 
Hospital.  The  records  of  the  institution  are  open,  and  I 
shall  be  glad  to  have  them  come  down  and  I  will  entertain 
them. 

Now,  as  to  preliminary  drainage.  In  one  of  the  papers 
which  have  been  criticised  I  did  say  that  I  had  recently 
found  the  preliminary  treatment  unnecessary  except  in  rare 
cases.  At  the  time  that  I  wrote  that  paper  I  really  believe 
that  I  intended  to  say  that  it  was  not  necessary  at 
all.  Since  then  my  view  has  been  changed  a  little  bit. 
After  having  128  cases  without  a  death  one  man  presented 
himself  with  a  large  amount  of  residual  urine,  never 
having  been  catheterized.  His  condition  seemed  to  be  so 
good  that  I  felt  too  sure  before  operating  upon  him.  He 
immediately  became  uremic  and  died  on  the  twelfth  day 
after  the  operation,  thus  putting  an  end  to  that  unbroken 
series  of  cases.  The  autopsy  showed  the  ureters  to  be  almost 
as  large  as  the  wrist,  dilated  kidney  pelves,  thinning  of  the 
kidney  cortex,  and  a  very  poor  renal  functionating  condi- 
tion. I  believe  unquestionably  if  I  had  put  that  patient  on 
preliminary  treatment  he  might  have  been  saved.  I  believe 
there  was  the  mistake,  and  I  have  now  modified  my  views 
so  as  to  include  cases  in  which  there  is  a  large  residual  urine 
who  have  not  been  leading  a  catheter  life  —  those  cases 
ought  to  be  put  on  preliminary  treatment  undoubtedly.  At 
the  same  time  that  this  man  who  died  came  into  the  hospital 
another  man  with  three  times  the  amount  of  residual  urine — 
that  is,  2500  c.c. — came  in.  He  was  desperately  uremic.  I 
drained  his  bladder  with  a  catheter  through  the  urethra 
for  three  weeks.  During  that  time  he  passed  through  one 
of  the  most  dangerous  attacks  I  have  ever  seen.  His  condi- 
tion improved,  however,  and  I  operated,  and  he  left  the 
hospital  in  three  weeks  after  operation  entirely  well.  I  do 
not  believe  there  are  very  many  cases,  however,  that  require 
that  treatment.  The  ones  that  require  it  are  those  that 
have  a  very  great  amount  of  residual  urine  and  a  large 
amount  of  ureteral  and  kidney  distension — the  cases  that 
would  be  likely  to  have  anuria  after  operation  in  case  the 
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pressure  was  suddenly  removed.  In  cases  in  which  the 
residual  urine  is  small,  in  which  the  patient  has  been  leading 
a  catheter  life,  in  which  the  general  condition  of  the  patient 
is  good,  no  very  great  sepsis,  and  in  which  other  things  that 
would  contra-indicate  an  immediate  surgical  operation  are 
not  present,  I  believe  an  immediate  operation  is  indicated, 
and  I  beUeve  that  in  not  more  than  three  or  four  per  cent  of 
cases  ought  one  to  wait  before  performing  an  operation. 

Now,  as  to  the  various  remarks  in  regard  to  the  sexual 
powers,  fistula,  dribbling,  etc.,  I  have  to  say  only  that  I  have 
told  the  absolute  truth  and  the  whole  truth  in  these  reports. 
If  anybody  wants  to  see  a  carefvd  report  of  145  cases  he  can 
refer  to  the  Reports  of  the  Johns  Hopkins  Hospital.  Since 
then  I  have  had  a  little  over  100  more.  I  cannot  give  the 
details  of  these,  because  it  reqtiires  an  immense  amount  of 
work  to  do  it,  but  I  can  say  this, — that  among  280  cases  there 
have  been  three  definite  cases  of  incontinence  of  urine.  Of 
those  three  definite  cases  of  incontinence,  two  of  them  were 
patients  with  locomotor  ataxia.  One  of  them  came  from 
Hartford,  Conn.,  and  the  other  from  St.  Louis,  Mo.  I  think 
surgeons  here  present  know  both  of  these  cases.  As  I  say, 
in  both  of  these  cases  tabes  dorsalis  was  present;  also 
prostatic  hypertrophy.  As  I  had  had  three  cases  of  tabes 
dorsalis  that  did  not  have  incontinence  afterwards,  I  essayed 
to  do  the  operation,  with  the  result  of  incontinence.  In  one 
case  I  re-operated  finally  and  sutured  the  internal  sphincter, 
and  he  has  not  got  incontinence  now. 

The  only  definite  case  of  incontinence  in  a  man  that  did 
not  have  spinal  disease  was  one  man  from  Canada,  Allen  by 
name,  on  whom  I  operated  about  two  and  a  half  months  ago. 
He  had  an  incontinence  which  lasted  after  the  operation, 
and  the  examination  showed  that  his  internal  sphincter  was 
very  greatly  dilated.  It  failed  to  close,  and  apparently 
there  had  been  a  destruction  during  the  operation  of  the 
internal  sphincter  in  the  posterior  part,  that  is,  in  the  median 
portion.  About  two  weeks  ago  I  performed  a  suprapubic 
operation  and  sutured  his  sphincter,  and  I  hope  and  trust  he 
will  be  able  to  retain  his  urine.  It  was  my  fault,  bungling 
pure  and  simple,  and  coidd  have  been  prevented  if  I  had 
done  the  proper  things  and  been  as  careful  as  I  should  have 
been.     If  anybody  gets  incontinence  it  is  his  fault. 

In  regard  to  injury  of  the  rectum,  there  is  another  case 
where  it  is  up  to  the  surgeon  to  explain.  If  he  does  the 
operation  properly,  if  he  pays  due  attention  to  the  anatomical 
structures,  if  he  goes  in  and  divides  the  central  tendon  and 
the  recto-urethralis  muscle,   if   he  enters  between  the  two 
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layers  of  the  triangular  ligament,  it  is  the  simplest  thing  in 
the  world  to  expose  the  whole  surface  of  the  prostate  with- 
out injuring  the  rectum.  In  my  first  50  cases  I  injvired  the 
rectum  five  times  and  had  five  fistula,  but  in  my  last  200 
cases  I  have  not  had  a  single  fistula.  I  think  that  proves 
conclusively  that  if  you  know  your  anatomy  you  won't  get 
fistula. 

As  to  the  preservation  of  the  floor  of  the  urethra,  the 
ejaculatory  ducts  and  the  sexual  powers,  I  may  say  that  it 
is  almost  always  perfectly  feasible  to  preserve  the  ejacula- 
tory ducts.  As  a  matter  of  fact,  it  is  quite  hard  to  destroy 
the  ejaculatory  ducts.  They  are  surrounded  by  the  fascia 
which  comes  down  from  the  obHque  surface  of  the  prostate, 
and  they  are  very  tightly  encased  in  it,  but  if  a  person  obeys 
the  ordinary  landmarks,  removes  the  two  lateral  lobes,  and 
then  goes  after  the  middle  lobe  in  its  proper  place,  he 
ought  never  to  injure  the  ejaculatory  ducts.  If  anybody 
cares  to  look  into  the  question,  I  have  some  260  speci- 
mens I'll  be  glad  to  show  him.  I  will  show  him  that  the 
ejaculatory  ducts  have  not  been  removed,  except  in  two  or 
three  cases  where  there  was  a  very  fibrous  bar  present  which 
had  to  be  dissected  out,  and  in  those  I  did  remove  the  ejacu- 
latory ducts. 

I  am  free  to  confess  that  you  cannot  always  do  the  opera- 
tion without  some  injury  to  the  tu-ethra.  It  is  perfectly 
foolish  to  claim  that  the  large  lateral  lobes  can  be  stripped 
out  without  sometimes  tearing  or  removing  a  greatly  dilated 
and  thinned  urethra.  As  a  matter  of  fact,  there  is  more 
xirethra  than  you  need.  It  contracts  afterwards,  and  as 
far  as  I  can  see  those  cases  healed  just  as  well  as  the  others. 
I  do  think  it  is  extremely  important  to  preserve  both  the 
internal  and  external  sphincters  and  the  ejaculatory  ducts. 
As  a  matter  of  fact,  if  the  operation  is  done  so  as  to  go  back 
of  the  bulb,  back  of  the  triangtdar  ligament,  through  the 
membranous  urethra,  behind  the  external  sphincter,  and 
then  if  due  care  be  taken  in  removing  the  median  lobe  to  go 
above  the  ejaculatory  ducts  and  not  to  injure  the  internal 
sphincter,  there  is  no  reason  why  you  should  have  inconti- 
nence, no  reason  why  you  should  remove  any  portion  of  the 
ejaculatory  ducts. 

That  in  some  cases  the  sexual  power  is  disturbed,  I  will 
admit,  but,  on  the  other  hand,  I  have  now  some  six  or  seven 
cases  in  which  the  sexual  powers  have  been  markedly  im- 
proved since  operation,  in  which  relief  of  the  pressure  upon 
the  verumontantun  and  the  ejaculatory  ducts  has  restored 
the  lost  sexual  power.     I  do  not,  however,  offer  the  opera- 
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tion  as  an  operation  for  impotence.  There  are,  however, 
certain  cases,  I  am  sorry  to  say,  in  which  the  sexual  powers 
have  not  been  preserved,  but  those,  honestly,  have  been 
the  exception,  and  I  can  show  letters  to  that  effect  to  any  of 
you  who  are  interested  and  want  to  see  them. 

I  cannot  understand  why  people  should  have  so  much 
trouble  with  what  really  is  one  of  the  simplest  operations 
that  I  do.  It  is  apparently  really  no  trouble  at  all, 
and  I  do  not  honestly  see  how  anybody  can  have  trouble 
with  it.  It  is  quite  evident  that  people  do  have  trouble  with 
it.  And  when  they  do  have  trouble  they  had  better 
do  something  else.  I  do  not  urge  it.  If  anybody  will  come 
for  a  month  to  Baltimore  I  will  try  to  show  him  twelve  or 
fifteen  prostates,  and  if  I  cannot  prove  to  him  that  I  do  not 
injure  the  ejaculatory  ducts  or  the  internal  sphincter,  I  will 
give  him  a  big  terrapin  dinner. 

Dr.  BRANSFORD  Lewis  of  St.  Louis:  In  reference 
to  this  discussion  the  President  is  somewhat  in  the  position 
occupied  by  James  G.  Blaine  at  one  time.  When  James  G. 
Blaine  was  manipulating  a  political  campaign,  in  the  midst 
of  the  hurrah  after  the  voting  he  received  a  lot  of  inquiries, 
to  all  of  which  he  telegraphed  back,  "Acknowledge  nothing; 
claim  everything." 

Now  I  think  that  we  can  justly  take  issue  with  our  Presi- 
dent, not  with  his  results,  but  with  his  portrayal  of  this 
affair  of  prostatectomy.  For  three  successive  years  there 
have  been  notes  of  warning  on  this  subject  sounded  by  men 
whose  ability  we  cannot  discount  in  the  slightest  degree, 
men  who  have  worked  in  prostatic  surgery,  and  whose 
writings  are  known  the  world  over,  than  whom  we  esteem 
none  more  highly — Drs.  Bolton  Bangs,  James  Pederson,  Chet- 
wood,  Granville  MacGowan;  and  here  comes  Rilus  Eastman. 
Those  men  tell  us  there  are  difficulties  about  this  affair,  and 
they  relate  a  number  of  instances  in  which  trouble  occurred 
with  this  operation  that  Dr.  Young  claims  is  so  slight  that 
he  cannot  understand  why  we  should  have  any  difficulty 
about  it.  I  do  say  that  Dr.  Young  seems  too  sanguine  in 
the  portrayal  of  this  subject  of  prostatectomy.  The  young 
men  read  the  description  and  say,  "It  looks  so  very  attractive 
and  beautiful  that  I  am  going  to  operate  the  next  case  myself. " 
It  is  not  right  to  portray  this  operation  as  being  unvaryingly 
successful  and  simple.     It    is    not,    absolutely  not. 

I  have  seen  many  cases  in  which  I  could  not  get  through 
the  prostate  except  by  using  a  rongeur,  such  a  thing  as 
enucleation  being  an  impossibility. 
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Dr.  Lilienthal  and  a  number  of  other  stirgeons  occupy  the 
conservative  position  of  prehminary  treatment  and  drainage. 
Now  I  enunciated  some  thoughts  on  this  subject  a  year  ago  at 
the  Atlantic  City  meeting,  in  which  I  stated  I  did  not  beHeve 
it  was  just  to  operate  on  a  patient  without  studying  him  a 
week  or  two  before  operating  on  him.  I  have  seen  cases  with 
retention  to  such  a  degree  that  doctors  had  been  compelled 
to  evacuate  the  bladder  by  puncture,  in  which  I  at  first 
thought  an  operation  was  absolutely  necessary,  but  in  which 
drainage  and  other  treatment  reduced  the  retained  urine  to 
absolutely  nothing  and  the  patient  passed  clear  urine.  In 
one  case  it  has  been  maintained  for  two  years.  Now  that 
thing  was  congestion  in  connection  with  a  mild  degree  of 
hypertrophy.  There  are  other  reasons  why  we  ought  to 
study  the  case  for  a  week  or  two  before  we  adopt 
operation,  and  we  will  find  that  many  of  the  cases  do  not 
need  any  operation.  I  am  as  firmly  convinced  of  that  as  I 
am  of  anything.  I  do  not  believe  that  all  cases  of  hyper- 
trophy of  the  prostate  require  operation.  We  can  only 
determine  it  by  a  certain  amount  of  study  in  the  individual 
case,  the  condition  of  the  kidneys,  ureters,  and  so  on.  If 
Dr.  Young  had  studied  the  case  he  mentions  in  which  the 
ureters  were  dilated  and  death  resulted  he  would  have  dis- 
covered that.  Now  I  say  that  we  ought  to  study  all  of  our 
cases,  no  matter  how  firmly  we  are  convinced  by  our  first 
impression  of  the  case  that  we  will  have  to  operate.  We 
must  become  absolutely  acquainted  with  the  patient,  and 
not  subject  him  to  prostatectomy  within  two  or  three  days 
after  the  case  arrives. 

DR.  Edward  L.  Keyes,  Jr.,  of  New  York:  Permit 
me  first  to  make  a  remark  concerning  the  classification  of 
carcinoma  and  hypertrophy  of  the  prostate.  I  did  not 
understand  whether  our  President  in  speaking  of  carcinoma 
and  hypertrophy  means  to  state  that  all  of  the  carcinomata 
of  the  prostate  that  he  has  operated  on  were  also  the  so- 
called  benign  hypertrophy.  My  own  observation  has  been 
distinctly  at  variance  with  published  pathological  reports 
upon  this  subject,  in  that  carcinoma  of  the  prostate  as  I 
have  seen  it,  seemed  more  frequent  in  prostates  otherwise 
unhypertrophied. 

I  am  extremely  conservative  in  operating  for  carci- 
noma of  the  prostate.  In  the  first  place,  because,  as  Dr. 
Lydston  very  justly  remarked,  these  old  gentlemen  commonly 
have  no  symptoms  indicative  of  carcinoma  until  it  has 
exceeded  the  limits  of  the  prostate,  and  has  become  to  all 
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intents  and  purposes  inoperable.  In  the  second  place,  when 
one  does  find  a  case  of  carcinoma  of  the  prostate  in  which 
symptoms  occur  before  the  carcinoma  has  exceeded  the 
limits  of  the  gland,  I  have  been  surprised  to  find  how  ex- 
tremely slowly  the  growth  progresses.  I  am  observing  three 
or  four  such  cases  now.  One  of  them  I  have  observed  for 
twelve  months,  and  as  nearly  as  I  can  detect,  the  condition 
is  just  the  same  as  it  was  a  year  ago.  In  another  case, 
which  is  the  one  that  has  perhaps  most  fixed  this  opinion 
in  my  mind  (and,  after  all,  I  think  we  base  our  opinions  not 
upon  statistics,  but  always  upon  one  case,  and  verify  them 
by  statistics  afterward) ,  the  man  came  to  me  six  years  ago 
with  the  statement  that  he  had  to  urinate  every  hour  during 
the  day.  I  examined  his  prostate  and  found  that  the  left 
lobe  was  somewhat  enlarged,  extremely  hard,  and  perfectly 
round  and  smooth.  There  were  no  hard  nodules  in  it,  but 
the  whole  lobe  was  enlarged.  I  said  to  myself  that  he  had 
a  fibrous  hypertrophy.  I  introduced  a  catheter  into  his 
bladder  and  found  one  ounce  of  residual  urine.  I  gave  him 
some  internal  treatment,  and  jollied  him  along.  He  did  not 
live  in  town,  and  he  went  away,  but  used  to  come  back  about 
every  six  months.  His  prostate  felt  exactly  the  same,  his 
urinary  difficulty  increasing  only  very  little  in  three  years. 
At  the  end  of  that  time  he  came  in  and  asked  me  to  operate 
upon  him.  I  told  him  operation  was  not  necessary,  since 
he  had  frequency,  but  no  great  obstruction.  His  residual 
urine  then  was  not  more  than  an  ounce,  although  he  urinated 
every  hour  or  so  day  and  night.  But  he  insisted  that  he 
would  not  go  on  as  he  was,  and  that  he  would  be  operated 
upon.  From  feeling  this  hard  prostate  of  his  for  three  years, 
I  had  come  to  the  conclusion  that  it  might  be  of  that  class 
first  described,  I  think,  by  Motz,  in  which  a  hypertrophied 
prostate  concealed  carcinomatous  nodules  in  its  midst.  I  spoke 
of  that  to  his  family.  I  told  them  that  if  I  found  it  was  car- 
cinomatous I  would  take  it  out.  They  agreed.  I  operated,  and 
found,  with  the  finger  in  the  rectum  and  the  bladder  filled,  a 
smooth,  even  hardness  of  this  lobe,  which  was  not  more  than 
twice  its  normal  size.  The  vesical  sphincter  was  distinctly 
tight.     I  neglected  the  lobe  entirely. 

I  burned  down  with  the  so-called  Chetwood  operation, 
freeing  the  bladder  neck  perfectly,  so  that  it  seemed  to  be 
entirely  opened  up.  The  patient  made  an  absolutely  un- 
eventful recovery.  He  went  home  to  Bethlehem,  Pa.,  two 
weeks  after  the  operation,  and  remained  entirely  well  for 
three  years,  when  he  wrote  to  me  and  said  he  was  just  as 
badly  off  as  ever.     I  told  him  to  come  back  and  see  me. 
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He  came  back  this  winter.  I  put  my  finger  into  his  recttim 
and  he  was  filled  with  carcinoma  everywhere.  I  put  a 
sound  into  his  urethra.  I  did  not  think  it  would  do  any  harm, 
and  I  hoped  it  might  do  him  a  httle  bit  of  good.  A  week 
later  he  said  his  symptoms  were  entirely  reHeved!  I  have 
been  afraid  to  write  to  him  since. 

As  for  the  results  of  prostatectomy,  my  experience  is 
perhaps  not  large  enough  to  make  it  worth  while  to  add  to 
the  remarks  that  have  been  made. 

But  I  wish  to  express  my  entire  faith  in  the  work  done  by 
Dr.  Yoimg.  I  have  seen  him  operate  and  I  have  seen  cases 
that  have  been  operated  upon  by  him.  He  has  done  his 
operation  a  great  many  more  times  than  any  of  us  have  done 
any  one  operation,  and  though  his  results  may  seem  incredible 
to  some,  I  feel  that  when  we  have  each  of  us  operated  as 
often  as  he,  we  shall  be  ashamed  if  we  do  not  get  restdts  as 
good. 

Dr.  Francis  R.  Hagner  of  Washington:  Dr.  Keyes 
seems  to  be  the  only  one  that  has  borne  out  anything  that 
Dr.  Young  has  said.  I  am  one  of  those  that  have  had  the 
privilege  of  seeing  some  of  his  work.  I  feel  that  I  can  bear 
out  everything  that  he  says. 

As  far  as  incontinence  is  concerned,  in  my  personal  experi- 
ence, which  is  nothing  like  as  great  as  that  of  some  others 
here — I  think  I  have  had  sixty-fotu-  cases — I  have  had  no 
case  of  incontinence.  One  case  did  have  incontinence  for 
six  months,  but  this  man  recovered.  I  have  now  two  men 
who  have  recently  been  operated  upon  and  who  have  incon- 
tinence, but  the  operation  was  done  in  the  last  six  weeks. 

Dr.  Young  spoke  of  injuring  the  rectum  in  these  cases.  I 
believe,  just  as  he  says,  that  if  care  is  taken  in  cutting  the  liga- 
ment and  separating  the  muscles,  the  danger  is  minimized ,  and  a 
very  important  thing  that  he  has  not  laid  stress  upon  is  the 
separation  of  the  rectum  from  the  posterior  wall  of  the  prostate 
before  making  any  incision  into  the  prostate.  I  believe  if 
that  is  done  that  the  danger  of  rectal  fistula  would  be  very 
much  decreased.  I  have  had  two  cases  of  rectal  fistula,  one 
from  a  rectal  tube  breaking  through  the  rectum  into  the 
perineal  wound  while  the  patient  was  being  given  an  enema. 
Another  case  was  one  of  the  simplest  cases  that  I  think  I 
have  ever  had.  It  occurred  four  months  ago.  In  this  man 
a  recto-urethral  fistula  developed  about  eight  days  after  the 
operation,  and  there  was  a  small  round  opening  that  was 
unquestionably  due  to  thrombosis.     I  have  had  no  cases  at 


168 

operation,  and  think  the  reason  is  that  I  have  taken  care 
in  separating  the  rectum  from  the  prostate. 

I  happened  to  be  in  London  last  summer,  and  saw  Freyer's 
work  over  there,  and  was  very  favorably  impressed  with  it. 
To  see  him  in  a  few  minutes  take  out  a  prostate  was 
very  impressive.  I  also  saw  him  take  longer.  I  came  home 
and  did  a  suprapubic  prostatectomy,  and  had  the  prostate 
out  within  five  minutes  from  the  time  I  had  the  knife  in  my 
hands.  I  did  that  five  or  six  months  ago.  He  still  has  a 
suprapubic  fistula.  The  next  case  that  I  tried  it  on  was 
one  that  should  never  have  been  operated  upon  by  the 
suprapubic  route,  as  he  was  a  very  stout  man.  In  that  case 
it  took  me  over  an  hour  to  get  that  prostate  out. 

There  is  only  one  criticism  that  I  have  to  make  of  Dr. 
Young's  work,  and  I  have  spoken  of  that  before.  That  is, 
as  Dr.  Lewis  has  said,  his  reports  appear  too  roseate  to  the 
general  surgeon  and  to  the  men  who  are  not  trained  in  pros- 
tatectomy. It  is  easy  to  him.  He  is  absolutely  right  about 
it.  It  is  very  much  easier  for  him  than  for  me.  I  have  had 
trouble  getting  the  prostate  out  sometimes,  especially  those 
hard  prostates. 

There  is  one  thing  I  am  "up  against,"  and  that  is  the 
diagnosis  of  carcinoma  of  the  prostate.  I  spoke  to  Mr. 
Frej'er  about  that,  and  he  informed  me  that  they  always 
made  a  diagnosis.  I  asked  him  how  they  did  it.  They 
would  feel  the  infiltrated  seminal  vesicles  and  the  hard 
prostate.  You  can  get  that  same  condition  from  inflamma- 
tory disease  of  the  prostate.  I  believe  that  we  ought  to 
massage  the  prostate  and  see  if  pus  is  present.  I  believe 
that  is  an  important  point  in  the  diagnosis.  The  point  was, 
they  said,  to  get  the  infiltration  between  the  seminal  vesicles. 
Anybody  can  tell  it  then.  I  have  removed  prostates  that 
on  microscopic  section  showed  carcinoma  and  that  I  thought 
were  benign.  None  of  them  came  back.  I  know  of  one 
case  that  I  removed  two  years  ago,  a  distinct  carcinoma  of 
the  prostate,  and  yet  he  is  well  to-day. 

Dr.  T.  L.  Disque  of  Pittsb-urgh:  It  seems  to  me  there 
is  considerable  misconception  of  Dr.  Young's  operation.  I 
have  seen  Dr.  Young  do  between  fifteen  and  twenty-five 
prostatectomies.  A  great  deal  of  the  trouble  comes  from 
the  fact  that  the  anatomy  is  not  thoroughly  understood  in 
the  first  place,  and  in  the  second  place  the  surgeons  do  not 
get  the  position  that  he  uses.  He  uses  the  exaggerated 
lithotomy  position.     The   table   holds   the  patient,   and   he 
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can't  get  away,  and  it  is  much  better  than  the  best  trained 
assistants.  No  assistants  can  hold  your  patient  in  such  a 
position  continuously  as  firmly  as  his  table  does.  Having 
the  patient  in  this  exaggerated  lithotomy  position  certainly 
brings  the  prostate  down  nearer  the  perineum,  shortens  the 
depth  of  the  perineum  quite  a  great  deal,  puts  the  tissues  on 
the  stretch,  and  gives  you  more  space  between  the  rectum 
and  the  pubic  bones,  so  that  you  have  plenty  of  room. 

With  regard  to  the  possibility  of  avoiding  the  ejaculatory 
ducts.  I  examined  the  specimens  that  Dr.  Young  removed 
at  the  time  they  were  taken  out,  and  had  all  of  them  in  my 
own  hands,  and  I  did  not  see  the  ejaculatory  ducts  in  one 
of  them.  I  did  see  a  portion  of  the  urethra  occasionally, 
but  never  the  ejaculatory  ducts  or  the  bladder.  If  you  will 
go  down  and  study  his  cross-sections  of  the  prostate,  you 
will  see  that  it  will  be  very  easy  to  avoid  the  ejaculatory 
ducts.  In  fact,  you  would  have  to  go  out  of  your  way  to 
get  them. 

Dr.  R.  F.  O'NEIL  of  Boston:  I  should  like  to  say  a 
word  in  regard  to  the  importance  of  following  in  detail  the 
technique  described  by  Dr.  Young.  I  have  seen  several 
surgeons  experience  a  good  deal  of  trouble  with  the  operation 
because  they  failed  to  follow  some  of  the  points  upon  which 
he  lays  special  stress,  such  as  the  position  of  the  patient,  etc. 
This  was  made  very  clear  to  me  after  seeing  Dr.  Young  per- 
form four  consecutive  operations.  The  operation  as  per- 
formed by  him  is  just  as  he  has  represented  it,  and  those  of 
you  who  have  not  seen  it  would,  I  am  sure,  appreciate  it  and 
be  enlightened  by  it. 

Dr.  Hugh  Cabot  of  Boston:  The  discussion  of  Dr. 
Young's  paper  seems  to  me  to  be  largely  based  upon  a  mis- 
apprehension of  the  facts.  During  the  last  few  years  I  have 
heard  considerable  criticism  of  this  operation  and  have  seen 
a  number  of  operators  attempting  to  do  it.  The  real  source 
of  the  difficulty  lies  in  the  fact  that  none  of  them  are  really 
doing  the  operation  as  described  by  Young.  They  are  doing 
Young's  operation  as  modified  by  themselves  and  their  re- 
sults, good  or  bad,  are  results  of  their  own  operation  and 
should  be  considered  as  such.  If  Dr.  Young's  critics  will 
make  this  point  clear  to  themselves,  they  will  see  that  the 
failures  of  which  they  complain  are  up  to  them  and  not  up 
to  Dr.  Young. 
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Dr.  Henry  Jacobson  of  St.  Louis:  Let  us  get  back 
to  earth,  and  talk  about  ordinary  chronic  prostatitis.  I 
believe  that  all  of  us  have  these  cases  to  deal  with,  and  they 
are  very  annoying.  I  would  like  enlightenment  on  better 
treatment  than  we  have  at  present.  I  think  the  modem 
treatment  certainly  ought  to  be  improved  upon,  namely, 
the  treatment  of  chronic  prostatitis  and  chronic  vesiculitis 
by  massage  and  then  irrigation  with  some  mild  antiseptic, 
or  the  injection  of  a  weak  solution  of  nitrate  of  silver  into 
the  bladder,  or  cupric  sulphate,  of  one  or  two  per  cent  solu- 
tion of  carbolic  acid.  We  know  these  cases  become  appar- 
ently cured  and  then  come  back  in  a  month  or  six  weeks 
with  a  recturence  of  their  trouble.  They  have  all  kinds  of 
reflex  nervous  symptoms.  We  know  that  they  go  from  one 
genito-tirinary  specialist  to  another.  Why  are  they  dis- 
couraged? Is  there  something  wrong  in  our  treatment? 
Or  are  the  conditions  such  as  only  time  will  improve?  I 
believe  that  Dr.  Bamett  has  struck  the  keynote  in  a  certain 
proportion  of  these  cases.  I  believe  that  about  fifty  per  cent 
ultimately  get  well  by  hygienic  treatment,  massage  and  irri- 
gations, as  above  indicated,  and  the  other  fifty  per  cent  go  from 
one  specialist  to  another  and  become  nervous  wrecks.  We, 
have  operative  procedures  of  the  removal  of  the  vesicles,  open- 
ing and  curetting  the  pus  sacs  where  these  glands  become  re- 
tention sacs  containing  pus  and  mucus.  If  we  would  cut  down 
upon  the  prostate  as  we  would  cut  down  to  remove  the  prostate 
and  there  open  up  these  little  abscess  cavities,  curet  and 
pack  them  with  gauze,  first  applying  iodine  or  strong  nitrate 
of  silver  solution  to  them,  and  then  packing  daily  with 
gauze  dipped  in  nitrate  of  silver  solution  for  two  or  three 
weeks,  I  believe  we  could  cure  them.  That  is  just  a  sugges- 
tion given  out  by  me,  and  I  would  be  pleased  to  have  the 
opinions  of  other  members  of  the  Association.  I  wotdd  like 
to  have  a  better  treatment  for  chronic  prostatitis  and  vesi- 
culitis than  we  have  at  present. 

Dr.  BARNETT  (in  closing):  After  Dr.  Young's  report  of 
one  hundred  prostatectomies  without  a  death,  I  made 
the  announcement  that  I  believed  that  no  man  could 
operate  one  hundred  cases  of  hypertrophied  prostates 
without  finding  some  carcinoma  which  he  could  not 
detect  before  operation  but  which  wotdd  die  afterwards, 
and  I  think  that  Dr.  Yotmg  makes  a  mistake  by  not 
including,  parenthetically,  reasons  why  he  is  able  to  do 
these  things.     Now,  we  know  that  any  man  does  his  own 
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operation  better  than  can  any  one  else,  and  he  becomes 
optimistic,  and  he  only  wants  to  show  the  best  side  of  it, 
and  yet  he  does  not  really  intend  to  misrepresent.  For 
instance,  Harry  Fenwick  told  me  while  removing  a  prostate 
that  it  would  have  none  of  the  urethra  in  it.  He  handed  it 
to  me  and  I  foimd  the  urethra  and  showed  it  to  him,  and 
yet  while  he  was  removing  it  he  seemingly  believed  that 
there  would  be  no  urethra  there,  that  there  would  be  none 
in  that  prostate,  and  yet  there  was.  You  speak  of  Mr. 
Freyer.  He  is  a  wonderful  operator,  but  you  will  find  that 
Freyer  will  be  optimistic  on  Freyer's  side,  and  yet  he  does 
not  seem  to  so  intend.  I  think  that  Mr.  Fenwick  is  one  of 
the  most  conscientious,  honest  men  that  I  have  ever  met, 
and  do  not  believe  that  he  intended  to  misrepresent. 

When  Dr.  Young  operates  on  a  hundred  prostates,  un- 
selected,  without  a  death,  we  cannot  beheve  him.  He  must 
say  that  he  has  excluded  everything  else  but  the  most  desir- 
able cases,  that  he  has  excluded  all  the  carcinomata  (for  he 
will  have  a  whole  lot  of  carcinomata  in  that  time). 

Dr.  Young  :  I  have  not  excluded  a  case.  There  were 
six  or  eight  cases  of  carcinoma,  and  none  of  them  died. 

Dr.  BarnetT:  There  are  from  ten  to  sixteen  per  cent 
of  carcinomatous  prostates;  do  you  mean  to  say  that  you 
would  operate  on  all,  or  would  you  select  your  cases?  If 
you  do  not  select  all  your  cases  and  leave  the  carcinoma  out 
they  will  not  get  well.  They  can't  get  well;  they  will  die. 
They  all  die  unless  you  get  them  early  enough ,  before  the 
carcinoma  gets  out  of  the  capsule.  Dr.  Young's  talk  has 
convinced  me  that  he  is  perfectly  honest  and  believes  he  can 
prove  his  assertions,  and  I  think  we  are  attacking  a  man 
who  has  done  a  great  work  in  this  field,  attacking  him  with- 
out due  cause,  and  yet  he  claims  to  do  things  that  are  so 
beyond  logical  comprehension  that  we  cannot  beUeve  him. 
And  yet  I  think  that  Dr.  Young  is  stating  the  facts  as 
he  sees  them  right  here  today.  I  do  not  disbelieve  his 
belief  but  think  that  his  beUef  is  impossible. 

Speaking  about  the  anatomy.  The  levator  and  muscle  is 
surrounded  by  the  two  plates  of  fascia  coming  from  the 
white  line.  That  is  the  diaphragm  of  the  pelvis.  You  have 
from  this  fascia  the  capsule  of  the  prostate.  Now,  if  you 
run  through  it  a  median  incision  into  your  prostatic  capsule, 
you  are  likely  not  to  have  trouble  with  the  kind  of  button 
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hole  that  Dr.  Young  speaks  about.  But  if  you  make  a 
transverse  incision  there,  you  destroy  that  whole  plate;  yet 
in  this  way  you  can  do  your  work  more  easily  and  see  more 
of  the  prostatic  field  than  with  a  median  incision. 

DR.  Eastman  (in  closing):  Dr.  Young  does  me  a  slight 
injustice  in  assuming  that  I  have  been  so  heedless  of  my  own 
interests  as  to  have  failed  to  come  to  Baltimore  to  be  stimu- 
lated and  instructed  by  witnessing  his  work.  I  presume 
that  almost  every  earnest  worker  in  this  department  has 
seen  Dr.  Young  operate  after  his  own  method,  and  I  hope 
that  I  may  not  be  set  down  as  one  so  derelict  as  to  omit  to 
study  carefully  an  operation  which  those  entitled  to  opine 
have  called  one  of  the  finest  achievements  of  American 
surgery.  It  has  become  so  easy  for  Dr.  Young  to  enucleate 
the  prostate  that  it  is  in  his  hands  really  a  minor  operation. 
With  others,  perhaps,  it  is  not  always  so.  To  us  who  are 
less  skilled  the  preliminary  cystotomy  must  occasionally 
commend  itself.  Those  of  us  who  have  seen  Dr.  Young's 
technic  practiced  by  himself  are  not  too  greatly  concerned 
about  his  statistics,  and  yet  for  the  sake  of  intelligible  records 
should  it  not  be  made  clear  whether  his  great  list  of  successes 
includes  carcinoma  cases?  Surely  one  cannot  hope  to 
achieve  success  in  one  hundred  consecutive  prostetectomies 
unless  the  cancer  cases  be  eliminated,  for,  as  Dr.  Young  says, 
"cancer  occurs  frequently  in  the  prostate,"  in  his  own  experi- 
ence once  in  four  cases  of  permanent  prostatic  enlargement. 
It  does  not  lie  in  the  mouth  of  a  nondescript  to  find  fault 
with  a  master.  My  attitude  is  offensive  to  myself,  yet  I  am 
obliged  to  say  that,  to  me.  Dr.  Young's  published  records 
have  been  absolutely  misleading.  This,  after  all,  is  perhaps 
only  a  commentary  concerning  my  own  stupidity. 

Dr.  Hugh  H.  Young  of  Baltimore:  It  is  quite  evi- 
dent that  I  am  misunderstood  in  regard  to  the  carcinoma 
question.  Whereas  I  have  seen  100  cases  of  carcinoma  to 
400  cases  of  prostatic  hypertrophy,  I  have  not  by  any  means 
operated  on  those  100  cases  of  carcinoma.  During  the  past 
two  and  a  half  years  I  have  operated  on  128  cases  without  a 
death,  and  during  that  time  I  have  seen  about  40  cases 
of  carcinoma,  yet  out  of  that  number  there  were  32  that  I 
did  not  operate  on.  I  do  not  operate  on  every  case  by  any 
means.  In  fact,  most  cases  of  carcinoma  when  they  come 
to  the  surgeon  are  entirely  too  far  advanced  for  operation, 
and  operation  is  out  of  the  question.  There  are,  however, 
certain  cases  which  I  think  can  be  operated  upon  and  given 
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relief,  although  they  cannot  be  cured  of  their  cancer.  I  have 
had  now  about  10  cases  in  which,  although  I  knew  they  had 
cancer  and  that  a  radical  operation  would  not  cure 
them,  I  have  simply  gone  in  and  removed  the  obstructing 
parts  of  the  cancer  around  the  urethra  and  given  the  patient 
comfort, — one  case  for  two  years,  another  three,  and  another 
almost  a  year.  Although  the  8  cases  of  cancer  were  in- 
cluded in  the  Hst  of  128  successful  prostatectomies,  they 
left  the  hospital  and  were  alive.  They  have  not  vitiated  the 
statistics.  If  I  were  to  exclude  the  cases  of  carcinoma,  there 
would  be  left  120  consecutive  cases  without  a  death;  includ- 
ing the  cancer  cases,  128;  and  the  cancer  cases  went  home 
as  well  as  the  others  did. 


TWO    CASES   OF   ACUTE    RENAL   INFECTION 
FROM  URETHRAL  RETENTION. 


EDWARD  L.  KEYES,  JR. 
NEW  YORK,  N.  Y. 


The  treatment  of  renal  retentions  and  infections 
demands  the  best  of  surgical  experience  and  judg- 
ment, even  when  the  renal  infection  stands  alone; 
but  when  an  acute  renal  infection  occurs  as  a  com- 
pHcation  of  urethral  retention,  the  surgeon  may  well 
be  in  doubt  as  to  the  proper  course  for  him  to  follow: 
how  far  the  case  shotdd  be  permitted  to  go  without 
operation;  whether  operation  should  be  directed 
against  the  primary  urethral  obstruction  or  the 
secondary  renal  infection,  or  both, 

I  confess  to  a  leaning  toward  draining  the  kidney 
indirectly  by  drainage  of  the  urethra,  and  any  one 
who  has  seen  the  remarkable  effect  of  urethral  drain- 
age upon  chronic  renal  retention  of  urethral  origin, 
whether  the  drainage  be  by  retained  catheter  or  by 
perineal  tube,  can  scarcely  fail  to  agree  in  this 
view.  Yet  many  surgeons  feel  that  an  acute 
renal  infection  requires  that  the  operation  done  for 
its  reHef  shall  attack  the  kidney  itself  and  not  the 
urethra. 

In  illustration  of  the  opposite  view,  I  submit  the 
following  cases. 

Case  1.  F.  R.  C,  27  years  old  and  married,  was  seen 
by  me  in  consultation  on  February  19th,  1907.  He 
is  said  to  have  ancient  gonorrheal  stricture  at  three 
inches  from  the  meatus.  Three  weeks  ago  an  acute 
gonorrhea  began  and  was  treated  vigorously  by 
argyrol.     A  week  later  he  had  acute  retention  and 
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the  catheter  was  passed  three  times  a  day  for  three 
days,  and  a  few  days  later  another  acute  retention 
required  a  single  catheterization.  For  the  last  two 
weeks  he  had  been  urinating  about  once  every  hour, 
day  and  night.  All  this  while  vigorous  local  treat- 
ment by  permanganate,  bladder  washes  and  argyrol 
injections  was  kept  up,  and  although  the  size  of  the 
prostate  and  the  irritation  at  the  neck  of  the  bladder 
was  said  to  have  diminished,  he  continued  to  have 
irregular  fever  and  occasional  chills. 

Five  days  before  I  saw  him  the  right  loin  became 
extremely  tender  and  on  the  previous  day  exquisitely 
so.  His  temperature  was  ranging  from  101°  to  103°. 
The  urine  was  loaded  with  albumin  and  gonococci. 
No  casts  were  found.  Examination  revealed  a  large, 
hard,  rounded  and  sensitive  prostate,  and  a  large 
and  sensitive  right  kidney.  Immediate  perineal  sec- 
tion was  therefore  advised  and  performed. 

A  stricture  of  20  F.  diameter  was  found  extending 
from  the  peno-scrotal  angle  to  the  prostate.  The 
prostate  was  thickened  and  its  left  lobe  contained  a 
pulpy  cavity,  doubtless  due  to  the  breaking  down  of 
multiple  abscesses.  This  was  thoroughly  opened  up. 
The  bladder  neck  then  was  found  quite  edematous 
and  tight,  and  was  freely  stretched  with  the  finger, 
the  anterior  urethra  cut  to  35  F.,  and  the  perineal 
tube  left  in  place. 

After  operation  all  pains  were  immediately  and 
permanently  relieved.  The  temperature  rose  only 
to  101.4°  on  the  first  day  and  100.2°  on  the  second; 
thereafter  it  never  touched  100°.  Perineal  tube  was 
retained  four  days  to  insure  drainage  of  the  kidney, 
which  by  that  time  had  so  shrunk  as  to  become 
impalpable.  The  tube  was  then  removed.  Three 
days  later  urination  was  entirely  by  the  urethra,  and 
on  the  eighth  day  the  patient  left  the  hospital  in 
good  condition,  his  temperature  normal,  his  kidney 
and  prostate  quiet,  his  perineal  wound  granulating 
nicely  and  pus  flowing  freely  from  the  meatus. 
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He  went  home  to  Portland  and  the  gonorrhea 
continued  for  several  months.  When  I  saw  him 
again  in  March,  1908,  a  little  over  a  year  after  the 
operation,  he  was  well  but  for  a  slight  prostatitis, 
the  pus  of  which  did  not  contain  any  gonococci.  The 
urine  contained  neither  albumin  nor  casts,  and  a 
KoUmann  dilator  could  be  opened  to  30  F.  without 
producing  any  hemorrhage. 

Case  2.  E.  Y.,  24  years  of  age,  gave  a  history  of 
alcoholism  and  sexual  excess  for  a  number  of  years 
past;  he  had  a  constant  urethral  discharge  for  some 
five  or  six  years,  but  this  was  a  matter  of  no  concern 
to  him  tmtil  the  present  attacks  began. 

In  July,  1907,  he  was  suddenly  seized  with  a  severe 
pain  in  the  right  hypochondrium ;  temperature  104°; 
pulse,  140;  vomited  repeatedly.  On  the  fourth  day 
of  this  attack,  the  temperature  remaining  high  and 
the  kidney  being  impalpable  by  his  physician,  his 
appendix  was  removed,  and  the  surgeon  stated  that 
it  was  gangrenous.  The  next  day  the  temperature 
dropped  to  normal  and  the  pain  was  relieved.  His 
convalescence  was  uninterrupted;  but  two  days  after 
leaving  the  hospital  he  had  a  recurrence  of  all  his 
symptoms,  and  during  the  six  months  intervening 
between  his  first  attack  and  the  time  when  I  saw 
him  he  had  four  more  attacks,  each  of  them  lasting 
from  one  to  two  weeks,  coming  on  as  a  rule  after 
exercise  and  relieved  by  a  gush  of  urine  containing  a 
great  deal  of  pus.  Between  the  attacks  the  urine 
was  said  to  be  quite  clear,  and  during  attacks  there 
was  obliguria;  the  pain  did  not  radiate  into  the  pelvis, 
but  remained  confined  to  the  upper  quadrant  of  the 
abdomen.  He  had  to  take  morphine  by  hypodermic 
in  every  attack.  During  all  of  this  time  he  never 
passed  blood  or  stone,  and  never  had  any  difficulty 
in  urination.     He  lost  thirteen  pounds. 

I  examined  him  first  on  January  4th,   1908,  and 
foimd  an  extensive  urethral  stricture.     A  20  F.  bulb 
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stopped  at  two  inches;  a  filiform  stopped  in  the  bul- 
bous urethra;  the  prostate  was  lumpy;  the  right  loin 
extremely  tender  and  rigid,  but  no  tumor  palpable  in  it. 

The  urine  was  full  of  pus,  contained  one-eighth 
per  cent  of  albumin  by  weight,  and  showed  a  specific 
gravity  of  1010.  He  went  home,  had  another  attack, 
lost  five  pounds  more  and  returned  on  January  13th 
for  operation. 

I  performed  perineal  section  without  a  guide  under 
cocaine.  The  urethra  being  opened,  a  probe  readily 
entered  the  membranous  urethra,  and  upon  this  I 
cut  him  widely  for  about  an  inch,  almost  to  the  apex 
of  the  prostate,  but  even  at  this  point  nothing  larger 
than  a  grooved  director  would  enter  the  urethra.  I 
therefore  administered  a  whiff  of  laughing-gas  and 
cut  down  the  last  band,  precisely  at  the  apex  of  the 
prostate,  and  inserted  a  perineal  tube. 

The  perineal  tube  was  left  in  a  week,  and  he  was 
then  cystoscoped  by  Dr.  Barringer  through  the  peri- 
neal wound. 

Only  the  left  ureter  could  be  catheterized ;  the 
catheter  stopping  at  a  depth  of  about  1  cm.  in  right 
ureter,  and  no  urine  flowed  from  it. 

A  catheter  was  therefore  inserted  into  the  left 
ureter  and  one  into  the  bladder.  From  the  left 
ureter  15  c.c.  were  obtained  in  47  minutes,  while 
nothing  came  from  the  bladder  until  30  minutes  had 
passed,  after  which  30  c.c.  were  obtained. 


RIGHT  SIDE. 

LEFT  SIDE. 

(Bladder.) 

Alb.,  0.1%. 

No. 

Urea,  0.3  gm.  per  litre. 

1.3  gm.  per  litre, 

R.  B.  C,  present. 

Present. 

Pus,  present. 

No. 

Epithelium,  bladder,  kidney 

Same. 

and  ureter. 

On  removing  the  ureteral  catheter  it  was  found  to 
have  sHpped  into  the  bladder.  The  urinary  differen- 
tiation is  therefore  doubtless  not  absolutely  accurate. 
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As  soon  as  he  got  out  of  bed  his  temperatiire  rose 
to  104°  with  a  chill  and  the  lumbar  pain  relapsed. 
The  kidney  was  therefore  cut  down  upon,  the  pelvis 
found  not  kinked  but  greatly  crumpled  by  adhesions 
running  from  the  lower  pole  of  the  kidney  and  sur- 
rounding the  pelvis  and  upper  end  of  the  ureter. 
These  were  freed,  retrograde  catheterization  of  the 
ureter  successfully  performed,  and  the  kidney  sutured 
in  place;  after  which  convalescence  was  uneventful. 
He  remained  well  and  had  gained  twenty  pounds 
when  last  seen,  three  months  after  the  operation. 

Here  are  two  cases,  in  one  of  which  perineal  section 
reHeved  an  acute  renal  retention,  while  in  the  other 
it  did  not.  Yet  in  each  case  I  believe  the  procedure 
employed  was  justified,  and  in  the  second  case  it 
seemed  eminently  proper  to  open  the  tight  stricture 
of  the  urethra  and  permit  free  drainage  of  the  oppo- 
site kidney  before  making  any  attempt  to  relieve  the 
diseased  one. 

Indeed,  the  fundamental  surgical  principle  involved 
in  all  urethro-renal  retentions  is  this:  the  urethral 
retention  must  be  relieved  before  or  at  the  same  time 
that  the  renal  retention  is  reUeved.  It  is  only  in 
acute  renal  suppurations  that  a  simultaneous  opera- 
tion upon  urethra  and  kidney  is  likely  to  be  called 
for  and  I  beHeve  the  cases  above  cited  illustrate  how 
much  may  be  expected  from  perineal  section  alone 
and  how  safe  it  is  to  defer  operation  upon  the  kidney 
until  adequate  urethral  drainage  shall  safeguard  the 
opposite  kidney  and  prove  the  necessity  of  operation 
upon  the  diseased  one. 


INDICATIONS  FOR  PYELOLITHOTOMY  VER- 

S  US  NEPHROLITHOTOMY  BASED  UPON 

RELIABLE  X-RAY  PLATES. 


M.  KROTOSZYNER, 
SAN   FRANCISCO,  CAL. 


The  newer  methods  for  the  diagnosis  of  renal 
lesions,  especially  unilateral  ones,  which  have  done 
so  much  for  the  advancement  of  kidney-surgery  in 
the  majority  of  cases  of  surgical  kidney  (neoplasm, 
tuberculosis,  etc.)  have  not  proven  of  equal  value 
for  the  diagnosis  of  nephrolithiasis.  Cystoscopy  and 
ureteral  catheterization  will  permit  of  the  recognition 
of  a  calculus  in  the  ureter  (Kelly's  wax- tipped  cathe- 
ter) or  may,  in  rare  instances,  detect  a  concrement 
in  the  renal  pelvis;  the  microscopical  examination  as 
well  as  the  various  functional  tests  of  kidney-urines 
will  in  the  presence  of  a  non-tubercular  pyuria  of 
long  duration  lead  to  the  conclusion  that  a  one-sided 
pyelitis  or  pyonephrosis  might  be  compHcated  with 
calculosis.  For  the  aseptic  or  so-called  primary 
stone-kidney  with  vague  or  no  symptoms  there  exists 
only  one  diagnostic  method,  which  almost  invariably 
will  throw  light  upon  a  hitherto  obscure  pathological 
condition,  viz.,  Radiography. 

My  experience  with  this  method  has  convinced  me 
that  in  almost  every  instance  the  presence  of  one  or 
more  calcuH  located  in  the  upper  urinary  tract  can 
be  recognized  by  characteristic  shadows  on  the  plate, 
provided  that  an  expert  radiographer  working  with 
a  modem  apparatus  (compression-diaphragm)  is  at 
hand  and  that  plates  are  viewed  by  a  trained  observer 
under  favorable  light.  Neither  excessive  fat-develop- 
ment of  the  patient  nor  chemical  composition  or  size 
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of  calculi  are  at  present  to  be  considered  contra- 
indications to  their  being  reproduced  on  the  radio- 
graphic plate. 

Very  frequently  a  stone-shadow  on  the  plate  is 
noticeable  a  few  centimeters  to  the  left  or  right  of 
the  second  lumbar  vertebra  of  the  spine  just  below 
the  twelfth  rib,  and  this  location  corresponds  in  all 
probability  to  the  renal  pelvis.  It  is,  however,  advis- 
able, as  I  ascertained  from  a  careful  comparative 
study  of  plates  and  operative  findings  in  my  work, 
to  be  very  cautious  in  calculations  as  regards  exact 
localization  of  stone-shadows.  Aside  from  the  fact 
that  the  right  kidney  is  on  a  lower  level  than  the 
left  and  that  in  the  female  both  kidneys  lie  lower 
than  in  the  male,  it  is  evident  that  the  size  of  an 
inflamed  or  pyonephrotic  kidney  and  its  pelvis  har- 
boring one  or  more  concrements  will  be  at  great 
variance  with  the  normal  organ. 

It  is  worthy  of  note  that  shadows  with  apparently 
all  characteristics  of  stone-shadows  are,  as  I  have 
seen  in  some  instances,  thrown  on  the  plate  by  cavi- 
ties with  thickened  walls  filled  with  a  cheesy  putty- 
like pus.  In  both  instances  in  which  these  findings 
were  ascertained  upon  operation,  renal  tuberculosis 
existed.  The  differential  diagnosis,  though,  from  true 
stone-shadows  is  made  possible  by  the  fact  that  these 
shadows  are  not  of  uniform  density. 

A  good  radiographic  plate  demonstrates  the  num- 
ber, size,  and  form  of  calculi  and,  as  mentioned  above, 
permits  in  many  instances,  especially  in  cases  of  one 
well-marked  shadow,  of  a  fair  conclusion  as  regards 
location.  With  good  technique,  and  if  the  radiog- 
rapher can  adjust  his  compression-diaphragm  ad 
libitum  on  patients  who  are  neither  too  sensitive  nor 
offer  other  impediments  (excessive  fatty  develop- 
ment, spinal  curvature,  etc.), the  size  of  the  shadow 
on  the  plate  and  the  configuration  of  its  outlines  will 
correspond  exactly  to  the  size  and  form  of  the  stone 
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foimd  on  operation.  These  facts  can  and  ought  to 
be  utiHzed  as  a  valuable  guide  in  the  modus  operandi 
for  nephrohthiasis. 

For  the  extraction  of  renal  concrements  two  opera- 
tive procediires  are  at  our  disposal;  nephrotomy  and 
pyelotomy.     While  the  latter  is  generally  conceded 
to  be  a  simpler  and  less  dangerous  procedure,  espe- 
cially in  cases  where  concrements  are  confined  to  the 
renal  pelvis,  it  is  true,  nevertheless,  that  renal  sur- 
geons of  wide  experience  and  also  text-books,  as  a 
general  rule,  advise  against  pyelotomy  in  favor   of 
nephrotomy.        According     to      Israel's    teachings^ 
nephrohthotomy  is  always  preferable  to  pyelolitho- 
tomy,  because  the  latter  operation  does  not  permit 
with  absolute  safety  the  detection  and  removal  of  all 
concrements  which  maybe  lodged  in  the  various  renal 
caHces.     More  difficult  even  than  the  detection  of 
concrements,  is,  according  to   Israel,  their  removal 
through  an  incision  in  the  kidney-pelvis.     The  opera- 
tor is  compelled  to  work  in  the  dark,  he  has  no  room 
to  open  the  forceps  in  order  to  get  a  good  grasp  on 
the   concrement,  and   finally   cannot   extract   larger 
concrements  through  the  narrow  channel  of  the  pelvis. 
Paul  Wagner^  is  in  favor  of  pyelotomy  in  a  few  ex- 
ceptional cases  only  (for  patients  with  one  kidney  for 
instance) ,  where  the  least  damage  to  the  functionating 
kidney  parenchyma  should,  if  possible,  be  avoided, 
because  pyelotomy  does  not  permit  of  the  detection 
and  easy  removal  of  all  concrements  which  possibly 
may  be  lodged  in  the  renal  caHces.     Schede^  rejects 
pyelotomy  on  account  of  the  impossibility  to  search 
the  kidney  for  smaller  calcuh  with  the  finger,  intro- 
duced from  the  kidney-pelvis. 

Considering,  therefore,  nephrolithotomy  the  opera- 
tion of  choice,  I  extracted,  as  I  had  done  in  previous 
cases,  a  calculus  in  the  case  of  a  bilateral  nephro- 
lithiasis by  incision  through  the  parenchyma. 

1.  Chir.  Klinik  d.  Nierenkrankh.    1901. 

2.  Handbuch  d.  Urolog.  II. 

3.  V.   Bergmann's  Handb.  d.  Prak.  Chir.,  vol.  3,  page  2. 
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This  case  offers  many  interesting  features  which 
justify  its  detailed  description: — 

A  young  clerk  of  nineteen  came  under  my  observation 
with  the  following  history:  Family  history  unimpor- 
tant. As  a  child  had  occasionally  attacks  of  pain  in 
the  abdomen.  While  seized  with  pain  the  child,  as 
the  patient's  mother  stated,  became  suddenly  pale 
and  perspired  freely.  Later  these  attacks  disap- 
peared. For  about  a  year  he  has  suffered  from 
attacks  of  colic,  consisting  of  sharp  shooting  pains  in 
his  right  hypochondrium,  particularly  over  the  region 
of  the  appendix.  While  these  pains  were  concen- 
trated on  the  right  side  in  the  beginning  of  the 
attacks,  which  generally  lasted  a  few  days  and  inca- 
pacitated him  for  work,  they  were  later  on  felt  in 
the  left  hypochondrium.  These  attacks  had  occurred 
quite  often  of  late  and  had  increased  in  intensity. 
In  the  interval  between  the  paroxysms  of  pain  the 
patient  has  had  occasionally  a  dull  ache  in  the  left 
side  of  his  abdomen.  These  continual  attacks  had 
made  the  patient's  life  quite  miserable.  Venereal 
infection  was  denied. 

Nothing  of  pathological  note  could  be  ascertained 
by  the  usual  methods  of  examination  of  the  different 
organs,  except  that  the  heart,  while  only  moderately 
enlarged,  revealed  the  presence  of  a  distinct  systolic 
murmur  over  all  ostia.  Palpation  of  abdominal 
organs,  especially  the  kidneys,  gives  negative 
results.  The  urine  examination  shows  a  trace  of 
albumen  and,  microscopically,  many  fresh  blood-cells 
and  shadows  and  a  few  pus  and  small  round  epithelial 
cells. 

Particularly  on  account  of  the  microscopic  findings 
in  his  urine,  the  patient  was  persuaded  to  enter  the 
German  Hospital,  where  I  was  able  to  study  the  case 
for  several  weeks  prior  to  operation.  During  his 
stay  at  the  hospital  the  patient  suffered  repeated 
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attacks  of  severe  colic,  the  pain  being  located  in  the 
abdomen  over  the  region  of  the  stomach  or  around 
the  navel.  The  daily  quantity  of  urine  varied  be- 
tween 1200  and  1500  c.c,  the  urine  was  somewhat 
cloudy,  of  normal  specific  gravity,  acid  reaction,  and 
always  contained  the  microscopic  features  above  men- 
tioned. Cystoscopy  showed  nothing  of  note;  trigone 
and  both  ureteral  openings  appeared  to  be  normal. 
Ureteral  catheterization  and  application  of  functional 
tests  after  injection  of  Ic.c.  of  ^%  phloridzin  solution 
gave  the  following  results: 

RIGHT   KIDNEY.  LEFT   KIDNEY. 

Urea,     1.5%.  Urea,      1.4%. 

Sugar,  1%.  Sugar,    1.5%. 

^  2.35.  A  1.99. 

Microscop:  Numerous  blood-  Numerous  red-cells  (some  de- 
cells,  a  few  leucocytes,  a  few  generated) ,  many  leucocytes, 
renal  epithelial  cells.  many  small  round  epithelial 

cells. 
Inoculation  of  a  guinea-pig  with  urines  from  either 
kidney  gave  negative  results.  After  several  X-ray 
examinations,  plates  were  obtained  which  at  once 
made  the  diagnosis  of  bilateral  nephrolithiasis  certain. 
Since  the  left  kidney  functionally  as  well  as  ana- 
tomically (as  evidenced  by  the  microscopic  findings) 
appeared  somewhat  inferior  to  the  right  organ,  the 
former  was  exposed  under  chloroform  narcosis.  A 
concrement  was  felt  in  the  parenchyma  near  the 
pelvis  and  the  kidney  was  incised  sufficiently  to  per- 
mit the  extraction  of  the  stone.  When  the  rubber 
band  put  temporarily  around  the  stump  was  re- 
leased, some  hemorrhage  from  the  parenchyma  en- 
sued, which,  however,  was  easily  controlled.  The  kid- 
ney parenchyma  was  sutured  by  five  catgut  ligatures ; 
two  cigarette-drains  at  the  upper  and  lower  poles  of  the 
kidney;  closure  of  wound  by  layers. 

The  patient  rallied  well  from  the  operation,  which 
lasted  forty-five  minutes .  Six  hours  after  the  operation 
about  five  ounces  of  urine  were  passed.     An  hour  or 
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two  later  a  severe  hemorrhage  occurred  in  the  wovind 
and  the  patient  died  rather  suddenly  eight  hours  after 
the  operation  under  the  symptoms  of  heart-failure. 

The  postmortem  examination  had  to  be  confined 
to  the  kidneys.  The  space  around  the  left  kidney 
was  filled  with  several  blood-clots  of  moderate  size. 
The  right  kidney  revealed  a  calculus  located  exactly 
at  the  same  place  near  the  pelvis  as  on  the  left  side; 
this  calculus  was  easily  extracted  by  a  typical  pye- 
lotomy,  and  was  in  shape,  size  and  color  almost 
identical  with  that  of  the  other  side.  Both  calculi 
are  of  dark  red  color  and  irregularly  shaped,  they 
measure  2  by  2.5  cm.,  are  of  rather  hard  con- 
sistency, and  prove  upon  examination  to  be  urates 
with  calcium  carbonate  deposits. 

I  did  not  have  at  that  time  enough  experience  with 
radiography  and  its  possibiHties  as  a  diagnostic  means 
for  nephrolithiasis,  to  place  absolute  reliance  upon 
the  evidence  furnished  by  the  plate.  I  could 
palpate  a  calculus  of  the  form  and  size  of,  and  at  the 
location  suggested  by  the  plate,  and  the  feasibility 
to  remove  the  concrement  by-  an  incision  in  the  pelvis 
was  apparent  at  the  time  of  the  operation.  However, 
the  uncertainty  as  to  whether  or  not  more  concrements 
might  be  lodged  in  the  renal  caHces,  gravitated  against 
pyelotomy,  by  which  the  removal  of  calculi  on  both 
sides  could  have  been  effected  in  one  sitting,  with 
less  shock  to  the  patient  and  without  exposing  him 
to  the  danger  of  a  post-operative  hemorrhage,  to 
which,  though  it  was  moderate,  the  patient's  heart 
was  not  equal. 

That  the  danger  of  post-operative  hemorrhage  after 
nephrolithotomy  is  really  not  a  negUgible  quantity, 
is  evidenced  from  a  recent  report  of  Israel's  clinic^ 
where  several  such  occurrences  are  reported.  In  his 
famous  monograph  upon  surgical  kidney-diseases 
Israel  reports  one  death  from  the  same  cause. 

1.  D.  Med.  Wochenschr.     Aug.  1907. 
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The  lesson  I  learned  in  this  instance  I  was  able  to 
apply  successfully  on  another  case,  the  most  impor- 
tant data  of  which  are  given  below, 

A  man  of  twenty-seven  years  presented  himself  with 
the  clinical  symptoms  of  right-sided  nephroHthiasis. 
From  his  history  the  fact  is  worthy  of  mention  that 
his  mother,  who  is  aHve,  is  a  sufferer  from  periodical 
attacks  of  renal  colic  and  passed  twelve  years  ago  a 
calculus  of  considerable  size. 

The  patient  had  suffered  from  kidney-gravel  for 
many  years;  had  passed  stones  three  years  and 
eighteen  months  ago.  The  last  attack,  of  great 
severity,  had  not  entirely  subsided  when  the  patient 
was  first  seen;  no  calculus  had  been  passed  during 
this  last  attack.  The  urine  contained  microscopically 
fresh  blood  and  blood-shadows  and  pus-cells ;  kidneys 
not  palpable.  Cystoscopically,  a  puffed  and  purulent 
ureteral  opening  was  noticeable  on  the  right  side, 
while  the  orifice  on  the  left  side  looked  normal.  Both 
ureters  were  catheterized ;  catheters  reached  the  renal 
pelvis  without  impediment.  Renal  urines  were  clear 
on  both  sides,  their  examination  gave  the  following 
results : 

RIGHT.  LEFT. 

Urea,    0.4%.  Urea,  0.6%. 

^            1.55.  A          1.6. 

Microscop:   small  round  cells.  Small  round  epithelial  ceUs, 

pus  and   blood    cells;    both  a  few  pus,  very  few  blood 

considerably  more  than  on  cells,      many     amorphous 

left  side ;  amorphus  urates.  urates. 

Radiography  showed  a  shadow  of  the  size  of  a 
lima  bean  aHttle  below  the  twelfth  rib,  about  2  cm.  to 
the  right  of  the  second  lumbar  vertebra.  On  exposure 
of  the  right  kidney  a  concrement  corresponding  to 
the  size  and  form  of  the  shadow  on  the  plate  could 
be  palpated  in  the  pelvis,  which  was  incised  pos- 
teriorly about  1.5  cm.  in  length.     The  caculus  was 
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easily  extracted,  the  wound  in  the  pelvis  closed  by 
Lembert's  sutures.  Gauze-drain  to  the  pelvis,  closure 
of  wound  by  layers;  one  suture  is  not  tied,  to  permit 
a  small  opening  for  drainage.  Gauze-drain  was  re- 
moved the  third  day  after  operation  and  the  suture 
tied. 

The  patient  made  a  quick  and  uneventful  recovery. 
No  leakage  through  the  lumbar  incision  at  any  time, 
which  healed  by  primary  intention. 

Patient  has  followed  his  usual  occupation  (grocery- 
clerk)  for  several  months;  has  had  no  attack  of  colic 
since  operation.  He  was  seen  a  short  time  ago, 
when  he  was  in  excellent  health.  His  urine  contains 
no  blood,  but  still  shows  a  few  pus-cells. 

Pyelotomy  in  this  case  was  done  on  the  basis  of 
the  plate-findings.  No  attempt  was  made  to  search 
the  kidney  for  other  concrements,  since  the  plate 
pointed  to  only  one  calculus,  which  was  located  in  the 
pelvis. 

Pyelotomy  is  admitted  of  late  for  similar  cases  by 
good  authority.  Kapsammer^  considers  it  the  best 
procedure  for  removal  of  calculi  freely  movable  in  the 
renal  pelvis,  and  posterior  pyelolithotomy  is  accord- 
ing to  him  the  ideal  operation  for  such  cases.  If  the 
incision  is  carefully  closed  with  Lembert's  sutures,  a 
fistula,  according  to  Schede^,  can  be  avoided  in  aseptic 
stone-kidneys,  and  it  is  for  this  class  of  cases  that, 
on  the  basis  of  the  evidence  furnished  by  reliable 
X-ray  plates,  the  operation  will  gain  a  position  as 
the  procedure  of  choice. 

1.  Nierendiagnostik  u.  Nierenchir. 

2.  Loc.  cit. 
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The  various  silver  compounds  which  have  been 
placed  in  the  hands  of  the  profession  in  the  past 
twelve  years,  have  marked  a  great  advance  in  the 
treatment  of  urethral  and  bladder  disease.  During 
this  period  I  have  used  and  experimented  exten- 
sively with  the  following  preparations :  Argonin,  Pro- 
targol,  Albargin,  Ichthargan,  Argyrol,  Collargolum, 
Silbamine,  and  recently  Novargan.  Four  of  these 
preparations  —  argonin,  protargol,  argyrol  and  novar- 
gan— are  silver  in  combination  with  some  from  of 
albumen;  thus,  ichthargan  is  a  combination  of  ichthyol 
with  silver,  collargolum  is  silver  in  a  colloid  state, 
and  silbamine  a  fluoride  of  silver. 

Argonin  I  used  for  2  years,  1896  to  1898;  pro- 
targol from  1898  to  1902,  experimenting  in  the 
meantime  with  albargin  and  ichthargan;  argyrol 
I  have  used  from  1902  to  the  present  time.  During 
the  past  two  or  three  years  I  have  experimented  with 
collargolum  and  silbamine,  and  for  almost  a  year 
have  used  extensively  novargan,  a  comparatively 
new  preparation. 

Argonin^,  a  combination  of  casein  and  silver, 
contains  only  4  per  cent  silver,  is  absolutely  non-irri- 
tating to  the  urethral  mucous  membrane,  and  can  be 
used  indefinitely  in  the  urethra  and  bladder  without 
injury  to  the  mucous  membrane,  in  the  strongest 
solution  which  can  be  made  with  water,  10  per  cent. 

1.  The  Use  of  Argonin  in  the  Acute  Stages  of    Gonorrhoea. —  Journal 
of  Cutaneous  and  Genito-Urinary  Diseases,  August,  1896. 
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The  solution,  however,  has  to  be  made  over  a  hot- 
water  bath  and  takes  considerable  time,  and,  at  the 
time  I  used  it,  the  solutions  had  to  be  freshly  made, 
as  they  did  not  keep  long. 

Protargol^"^  is  more  stable,  has  a  higher  percent- 
age of  silver,  8  per  cent,  is  more  readily  soluble, 
consequently  much  more  convenient  to  use,  and  its 
staining  qualities  are  not  disagreeable.  Yet,  in  solu- 
tions stronger  than  2  per  cent  it  is  rather  irritating, 
and  in  acute  urethral  inflammation  2  per  cent  is 
often  very  painful,  until  the  patient  becomes  used 
to  it ;  so  that  it  was  my  habit  to  use  a  little  cocaine 
with  it,  gradually  diminishing  the  cocaine,  until  it 
could  be  dispensed  with  altogether. 

Albargin  (containing  15  per  cent  of  silver)  I  found 
to  be  even  more  irritating  than  protargol,  and  more 
painful,  and  while  I  was  able  to  get  good  results  with 
it  in  some  cases,  I  found  it  rather  too  painful  for 
general  use. 

Ichthargan  I  found  in  some  cases  to  be  painless 
and  in  others  very  painful,  and  abandoned  it  after  a 
short  time. 

Argyrol^"*,  a  vitelline  of  silver  —  contains  silver 
to  about  30  per  cent — has  been  found  to  be  non-irri- 
tating to  mucous  membranes  in  practically  any 
desired  strength.  I  have  found  that  10  per  cent 
strength  will  accomplish  practically  all  that  stronger 
solutions  will  do,  and  in  spite  of  the  fact  that  bac- 
teriologists tell  us  that  in  laboratory  experiments  it 
has  no  germicidal  properties,  I  believe  that  those 
who  have  used  it  clinically  will  not  agree  with  this 
dicttmi,  for  by  its  power  to  allay  inflammation  there 
is  always  a  concomitant  elimination  of  micro-organ- 

1.  A  Study  in  the  Treatment  of  Acute  Gonorrhoea.— Joum.  Cut.  and 
G.  U.  Dis.,  March,  1899. 

2.  On   the   Modem  Treatment   of  Acute     GonorrhcEa. —  Med.    News. 
May  18th,  1901. 

3.  The  Use  of  Argyrol  in  the  Treatment  of  Acute    Gonorrhoea. — Med. 
Record,  Oct.  11th,  1902. 

4.  Some  Suggestions  in  the  Management  of  Prostatics  about  to  Enter 
Catheter  Life. —  Amer.  Medicine,  Aug.  8th,  1903. 
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isms.  I  still  find  it  of  great  use  in  urethral  and 
bladder  diseases,  and  of  value  as  a  bladder  antiseptic 
after  instrumentation.  Its  one  drawback  of  especial 
annoyance  to  patients  is  its  staining  properties. 

CoUargolum  I  have  used  to  a  certain  extent.  The 
solutions  are  dark.  It  has  proven  to  be  non-irritating, 
but  I  have  not  found  that  it  possessed  any  advan- 
tages over  argyrol  and  so  have  not  used  it  to  any 
great  extent. 

Silbamine,  manufactured  by  Lengf eld's  Pharmacy 
of  San  Francisco,  was  called  to  my  attention  by  Dr. 
G.  L.  Eaton,  of  that  city,  who  was  very  enthusiastic 
over  the  results  he  was  able  to  obtain  with  it.  It  is 
said  to  be  a  fluoride  of  silver,  is  a  light  grey  hygro- 
scopic powder,  readily  soluble  and  not  irritating;  but 
in  acute  urethral  disease  I  have  found  its  use  rather 
painful,  though  in  chronic  cases,  especially  in  chronic 
cystitis  with  stricture,  it  has  been  very  valuable  in 
urethral  and  bladder  irrigations,  using  it  in  weak 
solution  (1:  1000). 

During  the  past  year  I  have  been  using  a  new  silver 
preparation,  Novargan,  with  considerable  success. 
This  is  another  albuminate  of  silver  compound,  said 
to  contain  10  per  cent  of  silver.  Jt  comes  as  a  light 
brown  powder,  almost  the  exact  color  of  protargol, 
readily  soluble  in  water.  I  have  made  solutions  as 
strong  as  10%,  but  have  used  it  mainly  in  2%  strength. 
In  the  majority  of  cases  it  is  painless  and  non-irri- 
tating, and  is  without  the  staining  properties  of  some 
of  the  other  compounds. 

Now,  as  previously  said,  the  majority  of  these 
compounds  can  be  used  indefinitely  without  causing 
any  injury  to  the  mucous  membrane,  which  will 
remain  in  a  healthy  condition,  and  they  accomplish, 
in  my  experience,  relatively  about  the  same  results. 
Taking  for  comparison  cases  of  acute  primary  gonor- 
rhea in  its  earliest  stages,  i.  e.,  within  the  first  24 
hours  of  its  outbreak,  by  means  of  these  preparations 
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in  the   vast   majority   of  cases   the   disease   can   be 
throttled,  i.  e.,  kept  from  advancing  any  deeper  into 
the  canal  and  also  from  penetrating  any  deeper  into 
the  tissues.     In  a  certain  small  percentage  of  these 
cases,  either  from  carelessness  in  detail,  special  viru- 
lence of  the  infection,  or  vulnerability  of  the  tissues, 
the  disease  will  gradually  creep  back  and  eventually 
affect  the  posterior  urethra.     The  largest  percentage 
of  cases,  however,  will  steadily  improve  from  day  to 
day,  and  in  a  longer  or  shorter  time  be  absolutely 
cured.     In   a  small  percentage  of  cases  it  will  be 
found  that,  while  the  disease  has  been  checked  and 
the    patient    is    perfectly    comfortable    and    has    no 
marked  symptoms  of  inflammation,  yet  we  continue 
readily  to  find  intracellular  gonococci  at  almost  every 
examination.     It  will  be  found  that  in  these  cases 
the  mucous  membrane  of  the  entire  anterior  canal  is 
in  a  healthy  condition  and  can  be  kept  so  by  urethral 
injections  with  almost  any  of  these  preparations;  that 
is,  the  mucous  membrane  is  kept  from  further  infec- 
tion, but  within  the  front  inch  or  so    there    is  an 
infected  pocket  or  a  minute  mouth  of  one  or  more 
glands  which  exude  pus,  into  which  the  medicament 
cannot  be  made  to  enter,  and  which  are  capable  of 
keeping  up  for  an  indefinite  period.     That  is  why  I 
have  laid  emphasis  upon  the  fact  that  these  injec- 
tions can  be  kept  up  indefinitely  without  injury  to  the 
tissues.     I  have  often  been  puzzled  as  to  what  is  the 
best  time  to  seek  these  foci  of  infection  for  special 
attack.     In  some  cases  I  have  had  the  patients  keep 
up  the  injections  at  home  and  report  from  time  to 
time  for  examination,  and  I  have  known  them  to 
remain  in  that   condition   for  six  months  and  even 
longer.     Others  I  have  successfully  treated  with  daily 
hot  irrigations  of  argyrol  (1:  500),  novargan  (1:  1000), 
beginning  with  a  temperature  of  120°  F.  and  gradually 
increasing  the  temperature  till  I  have  reached  135° 
and  even  140°.     In  others,  again,  I  have  sought  out 
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the  locality  with  the  meatoscope  or  urethroscope, 
and  if  I  can  find  the  pocket  or  sinus,  I  inject  a 
strong  solution  of  the  salt,  10%  or  20%,  through  a 
blunt  platinum  or  gold  needle;  or  have  slit  it,  if  I 
could  enter  it,  with  a  fine  narrow-bladed  knife; 
or,  again,  I  have  used  a  fine  silver  probe  with  fused 
silver  nitrate  at  weekly  intervals,  while  the  patient 
used  in  the  meantime  the  protecting  injection.  These 
cases  always  give  trouble,  because  it  is  difficult  to 
control  the  patient  and  difficult  to  make  him  under- 
stand the  condition,  and  that  his  urethral  canal  is 
still  in  danger  of  infection  from  this  pocket  unless 
he  keeps  up  treatment,  and  that  the  injection  is  not 
for  the  purpose  of  curing  his  trouble,  but  of  protect- 
ing the  uninfected  portion  of  the  canal  until  the 
remaining  focus  of  infection  can  be  destroyed,  or 
dies  out. 

Since  using  these  preparations,  I  almost  never 
resort  to  astringents,  and  I  can  say  never  in  the 
cases  which  I  have  handled  from  the  beginning,  for 
the  following  reasons:  First,  after  complete  removal 
of  gonococci  and  cessation  of  the  treatment  the  case 
will  be  found  to  be  absolutely  dry;  second,  these 
injections,  while  non-irritating,  will  cause  a  few  hours 
after  use  a  slight  outpouring  of  muco-purulent  mate- 
rial which  favors  the  bringing  of  gonococci  to  the 
surface;  third,  if  all  micro-organisms  have  not  been 
removed,  the  astringent  only  serves  to  lock  them 
up  in  the  tissues  surely  to  give  trouble  later. 

Now,  silver  nitrate  in  weak  solution  cannot  thus  be 
used  for  a  prolonged  period  of  time,  I  believe,  without 
producing  harmful  changes  in  the  mucous  membrane, 
and  in  my  opinion  should  never  be  used  during  an 
acute  inflammatory  process  of  the  urethra.  It  is  my 
belief  that  most  of  the  old  cases  of  tight  stricture 
which  we  used  to  see  and  of  which  we  do  not  today 
see  so  many,  were  due  in  measure  to  the  use  of  silver 
nitrate,  either  to  abort  the  disease  or  in  prolonged 
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treatment.  The  histories  of  these  old  cases  point 
to  it.  Furthermore,  I  have  seen  cases  of  narrow 
anterior  stricture  within  a  short  period  of  time  where 
silver  nitrate  had  been  used.  It  seems  to  me  that  it 
works  both  directly  and  indirectly.  In  some  cases  it 
may  act  as  the  direct  cause,  for  I  have  seen  stricture 
of  the  anterior  urethra  in  one  case  where  there  had 
been  no  gonorrheal  disease,  but  where  silver  nitrate 
had  been  used  in  rather  strong  solution;  indirectly, 
when  used  to  abort  a  gonorrhea,  where  it  seemed  as 
if  submucous  infiltration  of  the  tissues  was  promoted 
by  the  irritating  effect  of  the  silver,  which  is  the 
first  stage  to  stricture  formation. 

I  remember  one  case  in  my  clinic,  which  I  have 
never  reported,  where  a  patient  who  had  received 
instillations  of  silver  nitrate  into  his  deep  urethra, 
had  been  coming  to  the  dispensary  for  a  long  time 
and  was  being  treated  by  my  assistants.  One  day 
he  asked  me  to  give  him  a  silver  instillation,  and 
when  I  asked  him  why,  he  said  it  relieved  him  of  a 
nagging  pain.  I  attempted  to  examine  his  deep 
urethra  with  the  urethroscope,  but  the  instrument 
was  stopped  at  the  entrance  to  the  deep  urethra, 
and  then  I  found  I  could  only  pass  a  No.  20  F.  sound 
into  the  bladder,  with  considerable  difficulty.  I 
gradually  dilated  his  posterior  canal  with  steel  sounds 
till  I  could  pass  a  No.  30  F.,  then  passed  a  No.  26 
urethroscopic  tube  and  found  that  the  entire  pros- 
tatic urethra  was  in  a  white  cicatricial  condition. 
The  verumontanum  had  entirely  disappeared.  On 
inquiry  I  found  that  at  his  own  request  he  had  been 
receiving  for  a  long  time  these  instillations  at  inter- 
vals, and  he  would  ask  the  doctor  "to  make  them 
strong."  Now  he  has  to  have  sounds  at  regular 
intervals,  and  I  exhibit  him  as  a  horrible  example 
of  the  results  of  silver  instillations  carried  to  an 
extreme.  He  had  a  stricture  formation  of  the  entire 
prostatic  urethra. 
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DISCUSSION 

OF    PAPERS    OF    DRS.    KEYES,    KROTOSZYNER    AND 
SWINBURNE. 

Dr.  HAGNER:  I  would  like  to  ask  the  members  if  it 
has  been  their  experience  to  see  considerable  distension  of 
the  abdomen  in  patients  following  operations  for  stone  in  the 
kidney. 

Dr.  Frederick  W.  Robbins  of  Detroit:  This  last 
paper  has  been  an  interesting  one  to  me,  and  particu- 
larly so  from  the  fact  that  it  did  not  include  among  the 
silver  salts  one  that  seems  to  me  to  be  most  satisfactory 
in  every  way.  That  is,  the  iodide  of  silver.  I  have  practi- 
cally given  up  argyrol,  which  seemed  to  me  to  be  the  most 
satisfactory  in  its  results,  and  replaced  it  by  the  iodide  of 
silver  in  a  mucilage  of  quince  seed.  Used  in  this  way  it  has 
all  the  advantages  of  argyrol,  and  with  none  of  the  disad- 
vantages of  the  black  discoloration  that  argyrol  and  some  of 
the  other  silver  salts  produce.  I  have  used  it  for  about  a 
year  with  a  great  deal  of  satisfaction. 

The  paper  on  stone  I  enjoyed  very  much,  especially  the 
specimen  that  was  shown,  and  I  simply  speak  of  that  to 
mention  one  case  in  which  the  X-ray  showed  perfectly  a 
stone  but  did  not  show  all  of  the  stone,  a  case  that  I  had  re- 
cently in  which  the  stone  was  about  four  inches  long,  extend- 
ing down  into  the  pelvis  and  up  through  the  kidney  structure 
to  the  upper  pole  just  underneath  the  mucous  membrane, 
and  with  two  or  three  very  large  branches  extending  to  the 
surface.  In  this  case  the  X-ray  was  taken  with  the  idea  that 
a  stone  in  the  pelvis  would  be  seen  in  the  middle  and  lower 
portion  of  the  kidney,  and  the  X-ray  plate  did  not  include 
the  upper  portion  of  the  kidney.  Therefore,  the  stone  was 
four  inches,  instead  of  two  and  a  half  as  I  supposed  before  the 
operation. 

Dr.  Julius  H.  JaCOBSON  of  Toledo:  I  was  par- 
ticularly interested  in  these  papers,  and  especially  in  the  one 
by  Dr.  Krotoszyner.  It  was  an  illustration  to  me  that  the 
debate  on  this  question  has  not  entirely  closed.  I  think  that 
has  been  the  condition  of  things  from  the  very  beginning, 
especially  after  the  discussion  prevailed  regarding  the  admir- 
able operation  of  the  President  for  the  prostate.  It  reminds 
me  of  what  was  said  by  a  very  famous  English  jurist.  Sir 
Edward  Coke,  that  "the  beauty  of  the  law  is  its  uncertainty. 
We  have  something  to  talk  about." 
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Two  or  three  months  ago,  perhaps,  I  had  the  opportunity 
to  operate  upon  an  individual  where  the  radiographer  made  a 
diagnosis  of  stone  and  I  made  a  diagnosis  of  tuberculosis. 
He  showed  two  very  pretty  stones  of  the  kidney.  The  case 
had  been  treated  for  vesical  disease  for  some  seven  years. 
The  cystoscope  revealed  nothing  abnormal  in  the  bladder. 
The  urinary  findings  were  the  constant  presence  of  blood  and 
leucocytes,  but  no  bacilli.  When  I  did  a  nephrectomy  upon 
that  man  he  had  some  twenty  tuberculous  abscesses,  though 
the  kidney  had  been  reduced  in  size,  and  on  bringing  it  to  the 
radiographer  I  said,  "Show  me  the  stone."  There  was  prob- 
ably a  reason  why  he  made  this  diagnosis.  There  was 
evidently  some  little  calcareous  matter  in  two  of  these  ab- 
scesses. That  was  no  fault  of  the  radiographer,  but  it  still 
shows  the  limitations  of  that  means  of  diagnosis. 

In  another  instance,  that  of  a  child  less  than  three  years 
of  age,  in  which  I  suspected  a  possible  stone,  the  child  having 
had  renal  symptoms  from  almost  the  beginning  of  its  life,  we 
were  obliged  to  anesthetize  the  child  before  he  would  submit 
to  the  taking  of  the  picture,  and  every  precaution  was  taken 
to  exclude  error,  and  the  man  was  one  of  considerable  expe- 
rience, and  he  also  found  a  stone  in  the  kidney  the  size  of  a 
nickel.  His  bowels  had  been  cleaned  out  previously,  but 
possibly  we  should  have  taken  a  second  or  perhaps  a  third 
succeeding  picture  to  eliminate  all  possibility  of  error.  I 
brought  that  kidney,  which  was  not  badly  disorganized,  to 
the  radiographer  and  asked  him  to  find  the  stone.  So  in 
these  cases  we  occasionally  have  negative  findings  that  may 
be  of  value.  It  is  possible  this  may  be  due  to  some  technical 
errors.  It  is  possible,  too,  that  there  may  be  something  in 
the  bowel.  There  may  be  concretions  in  the  appendix,  etc., 
that  would  reduce  the  positiveness  of  these  findings.  If  we 
were  able  in  every  case  to  accompany  it  by  a  catheter  in  the 
ureter,  some  of  these  uncertainties  might  be  set  aside.  It  is 
not  always  possible  to  do  this.  So,  after  all,  we  are  obliged 
to  work  upon  a  combination  of  the  findings  before  coming  to 
a  positive  conclusion.  To  show  you  to  what  extent  these 
matters  are  limited,  I  might  say  that  in  this  case  of  tuber- 
culous kidney  when  the  pus  from  the  abscesses  was  examined 
it  did  not  show  the  presence  of  tubercle  bacilli.  We,  however, 
found  the  tubercles  in  the  substance  of  the  kidney.  We  have 
these  limitations  with  reference  to  kidney  findings  as  we  have 
with  reference  to  everything  else.  I  simply  want  to  record 
these  two  cases,  not  saying  that  they  were  absolutely  correct 
pictures,  nor  with  the  idea  of  saying  that  the  pictures  are 
always  reliable.     Errors  will  sometimes  creep  in.     The  posi- 
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tion  of  the  stones  will  sometimes  prevent  oiir  obtaining  a 
successftd  radiograph  of  them.  The  position  of  some  makes 
it  extremely  easy,  of  some  others  extremely  difficult.  This 
is  notably  true  in  men  who  are  very  obese.  It  is  difficult  to 
secure  a  picture  that  is  absolutely  reliable  in  very  obese 
individuals. 

Dr.  E.  G.  Mark  of  Kansas  City:  Dr.  Keyes'  paper 
was  particularly  interesting  to  me  for  the  reason  that  I 
wish  to  add  to  this  experience  a  case  somewhat  similar 
to  that  of  Dr.  Keyes.  This  is  the  case  of  a  woman  who 
accompanied  her  husband  who  was  suflfering  from  appendicitis 
to  Kansas  City.  The  husband  had  an  operation  for  appen- 
dicitis. She  was  apparently  healthy,  but  after  the  operation 
upon  her  husband  while  bending  over  the  bed  she  was  taken 
with  sudden  pain  in  her  left  loin.  She  had  passed  her  urine 
only  a  few  moments  previously.  From  that  time  on  the  renal 
crisis  became  more  excruciating.  It  became  decidedly 
pronounced.  There  was  a  great  deal  of  shock.  She  passed 
no  urine,  and  a  catheter  passed  into  the  bladder  discovered 
no  urine.  The  surgeon  in  the  case  in  going  over  her  discov- 
ered that  she  had  had  her  right  kidney  removed  about  a  year 
previously  by  Dr.  Mudd,  of  St.  Louis.  She  was  so  rigid  that 
you  could  make  no  abdominal  palpation.  She  was  put  tmder 
an  anesthetic  thirty-six  hours  later  and  placed  upon  the  table. 
The  kidney  seemed  to  be  slightly  enlarged,  but  only  the  lower 
pole  could  be  palpated.  There  was  apparently  no  abnormal 
mobility  of  the  kidney.  She  was  placed  in  the  Trendelenberg 
posture  and  the  air  cystoscope  introduced.  We  looked  into 
the  bladder.  It  was  perfectly  dry.  There  was  no  urine 
coming  from  the  ureter.  After  watching  it  for  some  time  I 
passed  a  catheter,  expecting  to  find  some  obstruction.  The 
catheter  passed  all  the  way  up,  and  we  found  no  obstruction 
at  all.  But  just  as  soon  as  the  catheter  struck  the  kidney 
pelvis  the  tirine  flowed  alongside  the  catheter  and  through 
the  catheter.  So  her  retention  was  relieved.  The  catheter 
was  left  in  place  for  twenty-four  hours,  and  she  had  had  no 
further  trouble  up  to  a  few  months  ago.  The  question  came 
to  my  mind.  What  was  the  cause  of  this  renal  retention?  I  do 
not  believe  it  was  a  stone,  because  the  subsequent  urinary 
findings  did  not  suggest  that.  There  was  no  microscopic 
blood.  I  do  not  see  hardly  how  it  could  have  been  a  kink, 
because  there  was  no  mobility  of  the  kidney,  either  at  the 
time  of  the  anesthetic  or  after  the  attack.  It  could  not  have 
been  a  valve,  because  we  would  expect  in  that  case  to  have 
the  trouble  come  on  sooner  in  life.     I  wrote  to  Dr.  Mudd  to 
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get  his  idea  of  the  other  kidney,  and  he  said  it  was  hydro- 
nephrotic,  but  he  was  not  able  to  determine  why  it  was  hydro- 
nephrotic. 

DR.  J.  L.  BOEHM  of  St.  Louis:  The  paper  in  re- 
gard to  the  silver  salts  interested  me  very  much.  I  doubt, 
if  we  take  these  new  silver  salts,  many  of  them  that  are 
coming  out  daily,  and  subject  them  to  a  bacteriological  exam- 
ination, whether  they  will  come  up  to  the  claims  that  the 
manufacturers  make  for  them  in  their  literature.  I  know 
from  personal  tests  and  examinations  that  all  of  them  are  not 
distinctly  bactericidal.  I  have  used  all  of  them  except  two 
that  the  doctor  mentions.  I  practically  eliminate  argonin 
and  argyrol.  In  a  good  many  cases  I  have  found  argyrol  to 
be  very  irritating,  notwithstanding  the  claim  of  the  manu- 
facturers that  it  is  non-irritating.  If  we  will  use  the  old- 
fashioned  nitrate  of  silver  in  its  various  strengths,  and  follow 
that  up  with  a  solution  of  sodium  chloride,  in  a  great  many 
cases — in  fact,  in  almost  all  cases — we  can  relieve  the  burning 
and  irritation  following  the  use  of  silver  nitrate.  When  silver 
nitrate  is  deposited  in  tissues  it  forms  two  compounds,  the 
albuminate  of  silver  and  the  chloride  of  silver.  The  burning 
is  due  to  the  excess  of  nitrate  of  silver  which  is  not  decomposed 
and  which  lies  in  the  urethra  and  attacks  the  urethral  mucous 
membrane.  Now  this  excess  can  be  overcome  and  decom- 
posed by  using  a  solution  of  sodium  chloride.  It  is  a  routine 
practice  of  mine  in  using  nitrate  of  silver,  either  as  an  instilla- 
tion, an  irrigation  or  a  urethral  injection,  to  foUow  it  up  always 
with  a  mild  solution  of  sodium  chloride.  There  is  no  doubt 
that  these  claims  are  rather  extensive,  and  I  do  not  believe 
we  ought  to  rely  too  much  on  what  the  manufacturers  say. 

In  regard  to  Dr.  Keyes'  paper,  I  was  highly  interested, 
because  his  experiences  have  been  very  much  in  line  with  my 
own,  that  urethral  drainage — that  is,  a  retention  catheter  in 
the  urethra — will  often  do  wonders  in  cases  of  renal  retention. 
I  had  a  case  in  a  United  States  cavalry  man  who  had  had  a 
traumatic  stricture  of  some  years  standing,  and  who  pre- 
sented a  large  tumor  in  the  right  renal  region  about  the  size 
of  a  large  canteloupe.  He  had  seen  a  surgeon  two  weeks 
previously  who  suggested  a  nephrotomy.  On  examining 
him  I  found  that  this  stricture  was  practically  impassable, 
and,  having  suggested  perineal  section,  to  which  he  objected, 
I  began  to  introduce  small  dilating  filiforms  until  I  could  get 
in  a  very  small-sized  catheter.  I  allowed  this  to  remain  in 
for  three  days,  and  then  removed  it,  and  by  gradual  dilatation 
in  three  weeks  time  this  ttmior    had  almost  entirely  disap- 
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peared,  and  the  urine,  while  not  altogether  clear,  did  not 
contain  as  much  albumin  nor  as  many  casts,  etc.  The  patient 
is  still  walking  around  the  streets  of  our  city  and  says  he  will 
not  be  operated  on  and  beheves  he  is  entirely  well.  It  merely 
shows  that  a  retained  catheter  in  the  urethra  will  sometimes 
do  for  these  cases  of  renal  retention. 

Dr.  KEYES  (in  closing) :  I  have  nothing  further  to  say 
except  one  word  concerning  the  very  interesting  paper  on 
pyelotomy.  I  think  that  some  of  us  have  already  had  a 
shght  inkling  of  the  fact  that  pyelotomy  is  not  as  severe  an 
operation  as  nephrotomy,  and  cannot  but  agree  with  the 
remarks  of  the  author  of  that  paper. 

Dr.  KROTOSZYNER  (in  closing):  A  word  may  be 
added  as  regards  the  reliability  of  the  X-rays  for  nephro- 
lithiasis. I  have  here  a  smaU  calcvilus  that  I  removed  by 
pyelotomy  in  the  second  case  mentioned  in  my  paper.  I 
have  cut  a  cast  of  that  stone  on  a  piece  of  paper  and  you  can 
readily  see  that  the  cast  of  the  stone  is  exactly  of  the  same 
size  as  the  shadow  on  the  plate  (demonstration).  In  this 
case  the  shadow  on  the  plate  corresponds  exactly  in  size  to 
the  calctdus.  Everything  depends  in  X-ray  work  for  kidney 
affections  upon  a  good  technique,  especially  upon  the  expe- 
rience of  the  radiographer  in  the  use  of  the  compression 
diaphragm.  If  plates  would  be  obtained  in  all  cases  of  sus- 
pected stones  made  by  expert  radiographers  we  could  rely 
not  only  upon  the  positive  results,  but  we  ought  to  be  able  to 
safely  exclude  nephroUthiasis  in  case  negative  plates  are 
obtained. 

DR.  HAGNER  (in  closing) :  I  believe  it  has  been  the 
experience  of  most  men  that  they  do  strike  cases  occasionally 
that  do  not  show  any  shadow  where  stones  are  present.  The 
stones  from  the  case  of  which  this  is  a  photograph  were  uric 
acid,  and  I  beUeve  uric  acid  stones  are  less  apt  to  give  a 
shadow  than  any  others.  The  gentleman  who  does  my  work 
I  beheve  to  be  a  very  good  man.  In  that  case  he  used  both, 
with  and  without  a  diaphragm,  and  no  shadows  at  all  were 
shown.     The  bony  structures  in  that  case  were  perfectly  clear. 

There  is  one  point  that  I  want  to  speak  of.  That  is  the 
case  that  I  reported  last  year  at  Atlantic  City,  where  a  hem- 
orrhage stopped  after  ureteral  catheterization.  The  case  had 
had  hemorrhage  intermittently  for  thirty-five  years,  and 
it  stopped  immediately  following  ureteral  catheterization. 
He  was  brought  in  in  almost  a  dying  condition.     It  has  been 
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about  twenty  months  now  since  the  ureteral  catheterization, 
and  I  have  seen  him  and  corresponded  with  him  since,  and 
there  has  been  no  return  of  the  bleeding.  I  saw  him  about  a 
month  ago.  He  has  gained  twenty-six  pounds,  and  has  been 
accepted  for  ten  thousand  dollars  life  insurance.  I  think  it 
is  a  very  remarkable  case,  and  I  thought  I  would  make  a 
further  report  on  it. 

Dr.  Swinburne  (in  closing):  I  was  very  much  in- 
terested in  Dr.  Krotoszyner's  paper,  and  wish  to  say  a  word 
because  of  one  case  that  I  recall  in  which  there  was  a  small 
oxalate  stone  away  up  in  the  upper  pole  of  the  right  kidney. 
The  symptoms  that  the  man  had  had  covered  a  period  of 
nearly  twelve  years,  and  I  made  up  my  mind  that  he  had  a 
stone  in  the  right  kidney.  I  got  Dr.  George  Brewer  to  operate, 
and  I  think  our  President,  Dr.  Young,  was  present  at  the 
time  of  the  operation.  I  think  it  was  a  case  where  a  pye- 
lotomy  could  not  have  been  done,  and  they  were  obliged  to  go 
through  the  kidney,  and  there  was  an  enormous  hemorrhage 
when  the  kidney  was  cut  into.  At  first,  failed  to  find  a  stone. 
The  X-ray  had  failed  to  show  a  stone.  Dr.  Brewer  went  in 
way  up  in  the  uppermost  part  of  the  kidney.  He  got  the 
stone,  a  very  small  one,  almost  too  small  to  have  shown  in  the 
X-ray.  Following  the  operation  the  patient  was  perfectly 
cured,  and  I  followed  him  for  a  period  of  four  years.  He  had 
a  perfectly  clear  urine,  but  had  repeated  attacks  of  showers  of 
oxalate  of  lime  crystals  in  his  urine  which  would  come  and 
go. 

I  was  very  much  impressed  with  the  statement  of  Dr. 
Boehm  with  reference  to  following  up  silver  nitrate  with  saline 
solution,  but  you  cannot  give  it  to  a  patient  to  use  himself. 
I  use  nitrate  of  silver  in  the  deep  urethra  and  in  the  anterior 
urethra,  through  the  urethroscope,  swabbing  with  a  very 
strong  solution.  In  the  posterior  urethra  I  have  used  as 
strong  as  twenty  per  cent,  then  swabbing  it  out  or  drying  it, 
and  I  have  never  had  any  special  reaction.  But  one  thing 
that  I  am  convinced  about  these  new  silver  salts  is  that  you 
can  use  them  for  an  indefinite  period  and  protect  the  patient, 
and  I  doubt  very  much  if  you  can  do  that  with  nitrate  of 
silver  (use  it  for  a  long  time) ;  and  if  you  have  those  pockets 
or  infected  follicles  the  nitrate  will  not  go  into  them  any  more 
than  any  other  of  these  salts.  I  have  never  used  one  of  these 
preparations  in  my  office  without  first  having  given  it  a 
thorough  test  at  the  dispensary  over  a  long  period  of  time. 
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All  men  who  do  much  cystoscopic  work,  are,  I 
think,  impressed  with  the  number  of  renal  suppura- 
tions they  find  in  which  the  history  and  the  other 
means  of  examination,  with  the  exception  of  cysto- 
scopy, show  little  to  direct  one's  attention  to  the 
kidney. 

The  fact  that  there  are  present  in  some  cases  few 
or  none  of  the  symptoms  commonly  recognized  as 
indicative  of  renal  suppuration,  is,  I  am  sure,  respon- 
sible for  a  more  extensive  destruction  of  the  relatively 
non-resistant  renal  tissue  than  would  otherwise  be 
permitted. 

With  this  in  mind  I  have  gone  over  my  demon- 
strated cases  of  renal  suppuration  to  ascertain  what 
symptoms  they  have  shown,  and  to  find  out  more 
particularly  in  what  proportion  the  signs  that  I 
believe  are  very  commonly  looked  for  in  suspected 
cases  of  renal  suppuration,  and  quite  often  depended 
upon  for  making  that  diagnosis,  have  been  lacking. 
A  few  of  my  cases  I  have  been  unable  to  include  in 
this  analysis  through  a  failure  on  my  part  to  make  a 
sufficiently  full  record  at  the  time.  There  remain, 
however,  forty  suppurative  cases  in  which  the  record 
is  sufficiently  complete  to  be  of  use  for  this  purpose. 
The  observations  have  the  advantage  that  all  have 
been  made  by  one  observer.  I  have  gone  over  and 
tabulated  these  cases  as  to  the  presence  of  pain,  the 

r.J:^J^Z  '".'=H^^  i^  ^ases  of  pyelitis,  12  cases  of  renal  tuberculosis,  5  of 
CnrofWdney  abscess.''    °"'''^^"''''  ^  °^  <'^^<^-'^^ons  pyelo-nephritis,  and 
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presence  or  absence  of  a  renal  mass,  whether  tender- 
ness could  be  elicited  and  whether  renal  casts  were 
found,  points  which  in  my  experience  are  largely 
depended  upon  in  determining  whether  a  given  sup- 
puration is  of  a  kidney  or  of  the  bladder.  I  have 
also  noted  whether  the  patients  had  any  disturbance 
of  urination,  and  whether  the  bladder  gave  cysto- 
scopic  evidence  of  being  diseased.  I  have  finally 
noted  the  diagnosis  and  my  reason  for  arriving  at 
that  conclusion.  As  all  these  patients  presented  a 
turbid  urine,  varying  more  or  less  in  degree,  no  indi- 
vidual reference  has  been  made  to  this  fact. 

I  will  first  take  up  the  matter  of  pain  in  the  loin 
or  back  in  these  forty  cases.  This  came  from  the 
history  and  was  in  no  way  influenced  by  the  personal 
opinion  of  the  writer  as  to  what  might  or  might  not 
be  fairly  considered  pain.  It  was  purely  an  expres- 
sion of  the  patient's  opinion  on  the  subject. 

It  was  found  that  twenty-three  patients  had 
suffered  from  pain  in  the  loin  or  back  at  some  time, 
while  seventeen  had  not.  Of  the  acute  processes  all 
gave  the  history  of  pain.  Of  the  chronic  processes 
there  were  seventeen  who  gave  a  history  of  pain, 
and  an  equal  number  who  gave  no  history  of  pain. 
It  may  perfectly  well  be  that  some  of  those  who  did 
not  complain  of  pain,  had  had  pain  at  some  time  but 
had  forgotten  it.  Against  this  is,  perhaps,  the 
fact  that  in  several  of  these  patients  the  history 
was  of  pain  quite  a  number  of  years  before.  It  is, 
however,  not  important  to  us  to  know  whether  these 
seventeen  patients  actually  never  had  any  pain,  or 
whether  they  had  forgotten  it.  What  is  important 
is  that  in  thirty-four  suppurations  that  might 
be  considered  sub-acute  or  chronic,  one-half  made  no 
complaint  of  pain  in  the  loin  or  back.  In  passing,  it 
is  of  interest  to  note  that  one  of  these  cases  who  did 
complain  of  pain  referred  it  to  the  well,  or  at  least, 
better  kidney.     This  phenomenon  is  sometimes  put 
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down  to  a  reflex  of  some  sort,  but  is  more  usually- 
ascribed  to  compensatory  hypertrophy,  which  I  be- 
lieve is  the  more  probable  explanation.  Pain  in  the 
well  kidney,  as  well  as  tenderness  and  increase  in  its 
size,  I  have  most  often  seen  in  tuberculous  cases, 
and  I  think  it  is  very  difficult  in  them  to  rule 
out  the  possibility  of  a  small  cortical  focus,  which 
does  not  connect  with  the  renal  pelvis,  and  therefore 
does  not  give  a  turbid  urine,  the  cardinal  symptoms 
of  a  renal  suppuration.  It  is  on  the  absence  of  the 
turbid  urine  that  one  draws  his  conclusion  that  the 
painful  kidney  is  normal. 

When  one  considers  the  question  of  a  renal  mass 
one  comes  to  something  in  which  the  personal  equa- 
tion undoubtedly  plays  a  large  part.  In  these  cases 
I  have  put  down  as  a  "mass"  practically  every  kidney 
that  I  could  feel  more  plainly  than  I  felt  I  should  be 
able  to,  as  well  as  those  that  showed  a  considerable 
increase  in  size.  In  eleven  of  these  forty  cases  I 
found  a  mass,  using  the  term  in  the  sense  defined 
above.  I  should  describe  three  of  these  eleven  cases 
as  acute  and  eight  as  chronic  or  quiescent.  In  two 
cases  the  kidney  that  was  not  diseased,  so  far  at 
least  as  I  was  able  to  determine,  was  the  one  that 
felt  enlarged,  due  undoubtedly  to  compensatory 
hypertrophy.  In  five  of  the  eleven  cases  showing  a 
mass  I  was  able  to  verify  the  presence  of  an  enlarged 
kidney  at  operation.  The  rest  of  the  eleven  cases 
did  not  come  to  operation  so  far  as  I  know.  Of  the 
twenty-nine  cases  in  which  I  was  unable  to  make 
out  any  increase  in  size,  there  were  seven  in  which  I 
found  the  kidney  actually  enlarged  at  the  time  of 
operation;  in  two  it  was  very  considerably  enlarged. 
In  most  of  these  cases  several  examinations  had  failed 
to  make  out  any  increase  in  size. 

Renal  tenderness  in  its  lesser  grades  is  even  more 
difficult  to  determine  than  a  slight  increase  in  size. 
As  there  is  no  fixed  standard  of  what  one  is  justified 
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in  considering  "tenderness,"  different  observers  will 
differ  on  the  same  case.  It  is  possible  to  exert  a 
degree  of  pressure  in  the  flank  of  practically  any 
person  that  will  give  the  same  discomfort  that  one 
would  call  tenderness  if  it  was  brought  about  by  a 
lesser  pressure.  In  this  series  of  forty  patients  I  was 
able  to  get  what  I  considered  tenderness  in  fifteen 
cases.  All  of  the  cases  that  I  should  call  acute  pre- 
sented tenderness,  as  well  as  nine  that  I  should  term 
quiescent.  One  case  showed  tenderness  over  the 
well  kidney  instead  of  the  diseased  one. 

The  number  of  cases  in  which  renal  casts  were 
found  is  of  especial  interest,  as  it  is  my  experience 
that  the  absence  of  casts  raises  in  the  minds  of 
many  physicians  a  strong  presumption  against  the 
probability  of  a  given  suppuration  being  of  renal 
origin.  In  this  series  of  patients  casts  were  found  in 
seven  cases,  while  there  were  thirty- three  cases  in 
which  they  were  not  found.  I  believe  that  casts 
were  undoubtedly  present  in  a  much  larger  per- 
centage of  these  cases  and  would  have  been  found 
had  a  long  and  repeated  search  been  made.  How- 
ever, as  the  specimens  examined  were  almost 
without  exception  drawn  by  catheter  and  cen- 
trifugaHzed,  I  believe  it  gives  a  fair  idea,  not 
probably  of  the  percentage  that  had  casts,  but  of  the 
percentage  in  which  one  is  likely  to  find  them.  It  is 
a  striking  example  of  the  unreliability  of  "negative 
findings." 

The  quantity  of  albumen  was  not  accurately  deter- 
mined in  most  of  this  series  of  cases,  and  no  attempt 
has  therefore  been  made  to  tabulate  the  amounts. 
It  is  of  interest  to  note  that  in  one  case  (22)  with  a 
very  acutely  suppurating  pyelonephritis,  the  Esbach 
test  showed  but  four  per  mille,  or  one-fortieth  of  one 
per  cent. 

In  this  series  there  were  six  cases  in  which  urina- 
tion might  be  considered  normal,  and  thirty-four  in 
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which  it  was  either  painful  or  abnormally  frequent, 
or  both.  The  bladder  showed  involvement  in  twenty- 
eight  of  these  cases,  though  in  a  considerable  pro- 
portion the  involvement  was  trifling  and  Hmited  to 
the  region  about  one  ureter.  In  the  remaining 
twelve,  there  was  no  involvement  of  the  bladder  that 
I  could  determine.  In  all  the  patients  who  had  nor- 
mal urination  the  bladder  proved  to  be  normal  in 
appearance;  on  the  other  hand,  six  patients  with 
normal  appearing  bladders  showed  a  disturbance  of 
urination. 

It  is  beyond  the  scope  of  this  paper,  which  deals 
simply  with  suppurations  of  the  kidney  and  kidney 
pelvis  as  a  whole,  to  point  out  the  frequency  with 
which  the  various  symptoms  have  appeared,  or  been 
wanting  in  any  particular  type  of  disease.  A  refer- 
ence to  the  accompanying  chart  will  show  these 
points. 

In  summing  up  I  would  call  attention  to  certain 
facts  which  it  is  possible,  perhaps  even  probable, 
that  the  tabulation  of  a  larger  series  of  cases  might 
modify  somewhat:  — 

Less  than  one-half  of  the  patients  in  this  series 
(42.5%)  gave  a  history  of  lumbar  pain. 

In  only  a  little  more  than  one-fourth  (28.5%)  could 
I  make  out  any  enlargement  of  the  diseased  kidney. 

Tenderness  was  present  in  38.5%. 

Casts,  upon  which  some  men  place  much  impor- 
tance, appeared  in  but  17.5%. 

A  very  striking  thing  to  me,  was  the  fact  that 
eleven  of  these  forty  cases  (27.5%)  presented  neither 
pain,  renal  mass,  tenderness  nor  casts.  From  an 
analysis  of  these  cases  it  appears  that  we  have  in 
suppurations  of  the  kidney  and  kidney  pelvis  but 
one  sign  that  is  always  present,  that  is,  a  turbid  urine. 
The  next  most  frequent  sign,  present  in  85%  of  the 
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cases,  is  a  disturbance  of  micturition — ^both  occur 
almost  constantly  in  conditions  limited  to  the  bladder. 
There  is  a  considerable  proportion  of  renal  suppura- 
tions (27.5%  in  this  particular  series)  in  which  we 
get  only  these  two  signs. 

This  brings  me  to  the  points  that  I  wish  to  empha- 
size: First,  the  lack  of  distinctive  symptoms  in  a  con- 
siderable proportion  of  renal  suppurations;  second, 
the  unreliability  of  negative  findings  in  these  cases; 
lastly,  the  tremendous  importance  of  the  use  of  the 
cystoscope  in  the  study  of  urinary  suppurations. 


MULTIPLE     URETERAL     CALCULI     COMPLI- 
CATED BY  HYPOPLASIA  OF  ONE  AND 
HYPERTROPHY  OF  THE   OTHER 
KIDNEY.     SEPTICO  PYEMIA. 


DANIEL  N.  EISENDRATH  AND  MAXIMILIAN  HERZOG, 
CHICAGO,  ILL. 


The  following  case  is  interesting  from  several 
standpoints,  viz. :  First,  the  presence  of  an  unusually 
large  calculus  in  the  vesical  end  of  the  right  ureter, 
accompanied  by  a  second  calculus  higher  up  on  the 
same  side  which  completely  occluded  this  ureter. 
Second,  an  hypertrophy  and  septic  condition  of  the 
right  kidney,  whose  ureter  had  been  obstructed. 
Third,  a  hypoplasia  of  the  opposite  kidney.  We 
have  thus  a  congenital  anomaly  in  the  form  of  a 
hypoplasia  of  the  left  kidney  associated  with  an 
acquired  pathological  condition  in  the  shape  of  a 
right  septic  pyelonephritis  in  an  hypertrophied  organ. 

The  case  is  particularly  instructive  because  it 
shows  that  occasionally  all  of  the  modem  methods 
of  exploring  the  genito-urinary  organs,  including 
cystoscopy,  catheterization  of  the  ureters,  cryoscopic 
and  other  determinations  of  the  separately  collected 
urines,  may  fail,  be  misleading,  and  eventually  may 
cause  surgical  interference  of  a  contra-indicated  char- 
acter. 

In  the  case  to  be  reported,  that  of  a  man  about 
35  years  old,  there  was  found  on  postmortem  ex- 
amination a  right  septic  kidney  with  stones  weighing 
276  grammes.  One  of  the  stones  was  situated  in  the 
kidney,  one  in  the  upper  part  of  the  ureter  and  one 
in  the  latter,  just  before  its  entrance  into  the  bladder. 
It  was  obvious  from  the  size  and  the  situation  of  the 
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latter  stone,  that  it  would  have  prevented  successful 
catheterization  of  the  right  ureter.  The  left  kidney, 
while  presenting  some  pathologic  changes,  was  found 
in  a  condition  enabhng  it  to  still  secrete  a  fairly- 
normal  urine  free  from  pus,  though  perhaps  contain- 
ing some  casts.  But  this  kidney  only  weighed  39 
grammes  after  having  been  preserved  in  KaiserHng's 
fluid,  and  undoubtedly  somewhat  less  when  first 
removed  during  the  autopsy.  On  an  average  the 
adult  male  possesses  about  320  grammes  kidney- 
substance;  the  left  kidney  is  generally  somewhat 
heavier  (6-7  grammes)  than  the  right  one.  Upon 
removal  of  the  right  diseased  kidney,  in  our  case, 
39  grammes  of  kidney  substance  would  not  have 
been  sufficient  for  the  performance  of  the  necessary 
urinary  secretion. 

The  following  is  the  cHnical  history  of  this  case: 

M.  N.,  aged  34,  clerk,  was  admitted  to  the  Michael 
Reese  Hospital  on  March  11,  1908,  with  the  diag- 
nosis of  gallstones.  He  had  typhoid  and  pneximonia 
eight  years  before  admission  and  had  been  under  the 
care  of  a  physician  for  five  years  for  kidney  trouble. 
He  was  taken  sick  three  days  before  admission  with 
pain  in  the  right  lumbar  region  and  fever.  These 
symptoms  were  accompanied  by  a  gradually  increas- 
ing stupor  which  changed  to  a  coma  shortly  after 
admission.  His  temperature  was  103*^,  pulse  160,  and 
respiration  40.  The  leucocyte  count  was  7,000. 
Twenty  ounces  of  urine  were  obtained  by  catheter 
during  the  first  30  hours.  This  urine  contained  1% 
urea,  a  trace  of  albumen  and  a  few  white  and  red 
corpuscles,  but  was  otherwise  negative.  Examina- 
tion soon  after  admission  showed  marked  rigidity 
over  the  entire  abdomen,  but  most  marked  over  the 
right  upper  quadrant.  There  was  apparent  tender- 
ness over  the  area  of  rigidity,  but  this  was  also  most 
marked  over  the  gall-bladder  region.     This  rigidity 
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and  tenderness  varied  greatly  in  intensity  dtiring 
repeated  examinations,  so  that  in  the  absence  of  any 
abdominal  distension,  of  vomiting,  and  the  fact  that 
the  bowels  moved  after  enemas,  it  was  decided  to 
wait  before  performing  an  exploratory  laparotomy. 
During  the  first  24  hours  the  following  additional 
symptoms  presented  themselves :  the  pulse  became  more 
rapid  and  weaker,  rising  to  180 ;  he  was  deeply  comatose, 
rigidity  of  the  neck  and  arms  became  marked, 
Kemig's  sign  was  distinct,  and  there  was  slight  opis- 
thotonos. During  the  second  24  hours  he  passed  12 
ounces  of  urine  of  the  same  quaUty  as  on  the  previ- 
ous day.  A  blood  culture  made  upon  the  first  day 
revealed  a  pure  culture  of  the  influenza  bacillus. 
Physical  examination  showed  some  dullness  and 
bronchial  breathing  over  the  left  lower  lobe.  The 
diagnosis  of  severe  influenza  with  meningeal  and  pul- 
monary locaUzation  was  made,  and  it  was  only  at 
the  autopsy  that  the  interesting  kidney  condition 
was  found. 

REPORT  OF  AUTOPSY  AND  COMMENTS  BY  DR.  HERZOG. 

The  brain  showed  an  intense  congestion  of  the 
entire  pia-arachnoid.  This  membrane  was  dull,  but 
there  was  no  visible  pus.  The  hemispheres  showed 
numerous  minute  hemorrhages.  The  ventricles  con- 
tained an  increased  amount  of  flmd,  and  the  choroid 
plexus  was  congested. 

Pericardium  and  heart.  Normal,  except  that  the 
left  ventricle  is  somewhat  hypertrophic  and  that  the 
pericardial  fat  is  quite  abundant.  The  beginning  of 
the  aorta  shows  a  few  small  sHght  elevated  athe- 
romatous spots.  Coronary  vessels  normal.  The  left 
lung  is  adherent  to  the  pleura  costalis  at  the  lower 
portion  of  the  lower  lobe.  This  lobe  and  part  of  the 
upper  lobe  are  completely  consoHdated,  and  pieces 
taken  from  these  parts  sink  in  water.  On  section,  the 
consoHdated  areas  appear  mottled.  On  the  whole, 
the  color  is  dark  brown  red,  but  there  are  greyish 
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portions  here  and  there.  A  thick,  purulent,  bloody 
fluid  can  be  squeezed  out  from  the  consolidated  por- 
tions. The  right  lung  is  full  of  air,  crepitant  through- 
out, presenting  in  fact  a  slight  degree  of  compensa- 
tory emphysema.  In  a  few  places  on  the  dependent 
surfaces  patches  of  hypostatic  congestion  are  found. 
Otherwise  the  right  lung  is  normal.  Spleen  con- 
siderably enlarged,  capsule  smooth,  dark  purplish 
brown.  On  section,  trabeculae  distinct ;  folHcles  rather 
indistinct;  pulp  soft,  easily  scraped  off. 

Genito-urinary  organs.  The  left  kidney  is  very 
small,  irregularly  lobulated,  on  the  whole  about  the 
fourth  of  the  bulk  of  a  normal  kidney.  It  weighs, 
after  having  been  preserved  in  Kaiserling's  fluid, 
39  grammes.  On  section,  this  small  kidney  shows 
no  clear  differentiation  into  cortex  and  medulla,  its 
pelvis  is  very  small ;  the  left  ureter  about  one-half  the 
diameter  of  a  normal  one.  Left  kidney  is  surrounded 
by  a  mass  of  hypertrophic  perinephritic  fat.  Right 
kidney  is  very  large,  measuring  from  pole  to  pole 
about  5.5  inches  and  transversely  about  the  middle  of 
the  pelvis  over  3  inches.  It  weighs,  after  having  been 
preserved  in  Kaiserling's  fluid,  276  grammes.  It  is 
dark  purpHsh  pink  in  color.  Capsule  smooth  and 
shining;  little  grayish-white  patches  from  pinhead  to 
millet-seed  size  are  seen  throughout  the  capsule.  On 
section  the  cortex  is  found  to  be  widened,  pyramids 
injected,  renal  tissue  generally  congested,  tubules 
grayish-yellow,  dull.  Small  grayish-w^hite  areas  are 
found  dispersed  throughout  the  renal  tissue.  Near 
the  upper  pole  at  the  junction  of  the  medulla  and  the 
cortex  a  stone  of  the  size  of  a  cherry  stone  is  found, 
lying  free  in  a  smooth-walled  cavity.  The  pelvis  of 
the  right  kidney  is  large,  and  the  first  portion  of  the 
ureter  is  conically  enlarged,  so  that  at  its  exit  from 
the  pelvis  the  base  of  the  cone  has  two  to  three  times 
the  diameter  of  a  normal  ureter.  About  3  to  4  inches 
downward  a  conical-shaped  stone  is  wedged  tolerably 
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firmly  in  the  iireter,  obliterating  it  completely.  Just 
below  the  point  where  this  stone  is  situated,  the 
ureter  is  somewhat  constricted,  lower  down  it  is  uni- 
formly enlarged  again,  until  it  reaches  the  bladder. 
Before  entering  the  bladder,  the  ureter  forms  an 
ampulla,  which  contains  a  whitish,  rather  soft,  stone, 
the  size  of  a  large  walnut.  The  bladder  itself  is 
rather  large,  its  walls  markedly  hypertrophied. 
Mucosa  congested.  Prostate  normal.  Liver  slightly 
congested,  otherwise  normal;  gall-bladder  contains 
about  50  to  60  c.c.  of  dark  green  bile;  no  stones. 
Stomach  and  intestines  negative. 

Atiatomical  Diagnosis.  Acute  congestion  of  pia- 
arachnoid.  Adhesions  at  base  of  dura  mater.  Con- 
soUdation  (red  hepatization)  of  the  left  lung;  con- 
genital hypoplasia  of  the  -left  kidney;  multiple 
metastatic  bacterial  emboli  of  the  right  kidney; 
calcuH  in  the  right  kidney  and  right  ureter.  Chronic 
cystitis.     General  septico  pyemia. 

Chemical  and  microscopic  examination  of  the  large 
soft  stone  in  the  lower  portion  of  the  ureter  shows 
that  it  is  mostly  composed  of  triple  phosphate  of 
calcium.  Cultures  made  at  the  postmortem  exam- 
ination of  the  heart's  blood  and  from  the  consoHdated 
areas  of  the  lung  developed  cocci  and  a  small  bacillus, 
the  latter,  however,  not  the  bacillus  of  influenza. 

Histological  Examination.  Smears  from  the  con- 
solidated portion  of  the  lung  show  desquamated 
alveola'-  epithelia,  mono-  and  polynuclear  leucocytes, 
erythrocytes,  cocci  and  small  baciUi. 

Sections  of  the  consoHdated  portions  of  the  alveoli 
are  filled  with  a  cellular  exudate  composed  of  red  and 
white  blood  corpuscles  and  desquamated  alveolar 
epitheHa.  The  erythrocytes  generally  predominate. 
However,  there  are  also  some  alveoH  where  the  white 
corpuscles  are  much  more  ntimerous  than  the  red 
ones.  The  inflammatory  exudate  in  the  alveoli  con- 
tain many  cocci,  small  and  also  large  slender  bacilli. 
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The  cocci  are  not  of  the  type  of  the  pneiunococcus, 
but  are  staphylococci.  In  the  interior  of  some  of  the 
red  blood  corpuscles  the  same  chromatophilic  bodies 
described  above  are  seen.  Throughout  the  tissue  of 
the  right  kidney  are  seen  numerous  foci  with  dense 
leucocytic  infiltration,  and  quite  a  few  uriniferous 
tubercles  contain  a  purulent  exudate.  Cocci  and 
bacilli  are  found  both  in  the  interstitial  inflammatory 
foci  and  in  the  purulent  material  in  the  uriniferous 
tubules. 

The  small  left  kidney  microscopically  shows  a 
differentiation  into  a  cortex  and  a  medulla,  which  had 
not  been  distinctly  visible  on  naked  eye  inspection. 
In  the  cortex  are  seen  numerous  glomeruli;  some  of 
them  exhibit  very  marked  thickening  of  the  capsules 
of  Bowman,  with  beginning  atrophy  of  the  Malpighian 
tufts.  Most  of  the  glomeruli,  however,  are  in  a 
normal  condition.  Chronic  interstitial  changes  are 
also  seen  in  the  medulla;  here  in  some  places  the 
interstitial  connective  tissue  between  the  tubules  is 
markedly  increased.  On  the  whole,  however,  the 
interstitial  changes  are  not  very  extensive.  In  other 
places,  both  in  the  cortex  and  medulla,  small  foci  of 
mononuclear  cells  are  observed;  among  the  latter  are 
likewise  found  quite  a  number  of  polynuclear  eosin- 
ophilies.  The  vessels  of  the  small  left  kidney  are 
generally  congested.  The  epithelia  lining  the  urin- 
iferous tubules  are  generally  fairly  normal,  while 
some  show  cloudy  swelling.  Hyaline  casts  are  found 
here  and  there  in  the  tubules.  Bacteria  could  not  be 
found  in  the  sections  of  the  left  kidney,  so  it  appears 
that  it  does  not  contain  any  bacterial  foci  which  are 
so  numerous  in  the  large  right  kidney.  Sections 
through  the  pia-arachnoid  and  the  brain  tissue  which 
show  highly  congested  vessels  likewise  do  not  exhibit 
any  bacterial  invasion. 


VAGINO-URETEROSTOMY  AFTER 
NEPHRECTOMY. 


A.  ERNEST  GALLANT, 
NEW   YORK,  N.  Y. 


In  a  paper  entitled  "Subcutaneous  Pelvio-Ureteral 
Lumbar  Implantation,  in  lieu  of  Ureterectomy  after 
Nephrectomy,"  presented  to  the  Surgical  Section, 
New  York  Academy  of  Medicine,  October  6,  1905 
(American  Medicine,  1906,  xi,  65-67),  the  writer  re- 
ported a  case  and  technique  of  a  method  in  which 
the  lower  inch  of  the  distal,  funnel-shaped  portion 
of  the  renal  pelvis  was  sutured,  subcutaneously,  to 
the  external  lumbar  fascia,  after  nephrectomy  (Fig.  1), 
claiming  for  this  plan  simplicity,  safety,  certainty  and 
complete  control  of  the  situation  should  the  ureter 
refill  or  require  after-treatment  to  hasten  retrograde 
changes. 

In  this  same  paper  the  writer  suggested  that  "after 
nephrectomy  for  tuberculous  kidney,  pyonephrosis 
without  ureteral  obstruction,  it  might  be  well  to 
afford  additional  drainage  and  divert  the  ureteral 
secretion  from  the  bladder  by  resection  of  the  vesicle 
end  (after  introducing  a  catheter  into  the  ureter), 
exposing  the  ureter  through  the  vaginal  pelvic 
wall,  cutting  across,  closing  the  vesicle  stump,  and 
suturing  the  proximal  end  into  the  vaginal  wound, 
that  the  ureter  may  drain  directly  into  the  vagina, 
where  it  can  do  no  harm." 

The  opportunity  to  carry  this  plan  into  effect  was 
offered  by  a  patient  whose  history  was  presented  to 
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this  Association  at  the  Boston  meeting  (American 
Journal  Urology,  1906,  ii,  454-459)  under  the  caption 
"Sigmate  Ureteral  Obstruction."  The  history  was 
given  up  to  May  4,  1906,  at  which  time  she  was  con- 
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FIG.  1. — A,  ureter;  B,  stump  of  renal  pelvis  sutured  to  lumbar  fascia; 
C,  drainage-tube;  D,  skin;  E,  subcutaneous  fat;  F,  lumbar  fascia;  G, 
lumbar  muscles. 

valescing  from  the  nephrectomy.  From  that  time  to 
September  18,  1907,  there  was  more  or  less  discharge 
from  the  lumbar  sinus,  pus  mixed  with  urine,  the 
odor  of  which  was  very  annoying. 


Vagino-ureter ostomy.  Sept.  18,  1907,  at  the  Bap- 
tist Deaconess'  Home,  the  implantation  of  the  ureter 
was  carried  out  as  follows:  First,  a  catheter  was  intro- 
duced through  the  bladder,  and  passed  easily,  to  the 
abscess  cavity  in  the  left  loin,  with  the  catheter, 
stiffened  by  a  thin  metal  probe,  as  a  gviide.    Second,  an 
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incision  was  made  through  the  left  vaginal  vault  ex- 
posing the  \ireter.  While  endeavoring  to  free  and 
draw  down  the  ureter  with  mouse-toothed  forceps  the 
bladder  was  torn  into,  and  through  this  opening  the 
index  finger  was  used  to  hook  down  the  ureter, 
rendering  resection  quite  easy.  Third,  the  ureter  was 
cut  ofE  about  one  inch  from  its  bladder  attachment, 
and  the  proximal  end  brought  down  into  the  vagina. 
Fourth,  two  catgut  sutures  were  inserted  through  the 
vaginal  wall,  including  the  vesicle  submucosa  and  the 
ureter,  closing  the  bladder  end  permanently,  and 
fixing  the  proximal  end  in  the  vagina.     (Fig.   2.) 


FIG.  2. — Hydronephrosis    due    to  an  S-shaped     bend   in     the     ureter, 
bound  down  by  fibrous  bands. 

Naturally,    the   lumbar   discharge   at   once   lost   its 
urinous  odor,   and  changed  to  thick  pus.     Twelve 
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days  later  the  vesico-vaginal  fistula  was  closed  by 
silkgut  and  remained  closed.  The  lumbar  sinus 
healed  by  the  last  week  in  December,  1907.  The 
excellent  condition  of  the  patient  when  presented  to 
the  Surgical  Section  of  the  Academy  of  Medicine, 
Jan.  3,  1908,  was  manifest. 

CONCLUSIONS. 

Knowing  as  we  do  (1)  that  with  proper  drainage  even 
tubercular  ureters  heal  and  atrophy,  ureterectomy, 
by  the  present  methods  at  least,  is  an  unnecessary 
risk  to  the  patient ; 

2.  That  by  implantation  of  the  "pelvic  funnel" 
into  the  lower  angle  of  the  lumbar  wound,  subcutane- 
ously ,  we  can  (a)  shorten  operation ;  (b)  avoid  shock ; 
(c)  frequently  secure  primary  union ;  or  (d)  drain  in  a 
simple,  safe,  curative  way; 

3.  In  case  of  tubercular  ureter,  or  urinary  regurgi- 
tation, we  can  expose  and  resect  the  ureter 
through  the  vaginal  vault,  close  the  bladder  end,  and 
bring  down  the  proximal  (pelvic)  end  into  the  vagina 
(or  the  rectum  in  males)  and  drain  through  both 
extremities,  a  decided  advantage  when  associated 
with  stricture  of  the  ureter  in  its  length. 

4.  In  tubercular  infection  of  the  kidney  it  might 
be  a  good  plan  to  resect  the  ureter  and  drain  into  the 
vagina  as  a  preliminary  to  nephrectomy,  to  shunt  off 
the  infected  stream  from  the  bladder  and  learn  more 
particularly  the  capacity  of  the  other  kidney. 


VAGIXO-URETEROSTOMY. 

Resected  ureter  brought  into  vagina,    untied   sutures  in  place;   upper 
suture  surrounds  ligated  vesical  end  of  ureter. 


RESUME   OF   PROGRESS    IN    THE    DEVELOP- 
MENT OF  MODERN  CYSTOSCOPES. 


BRANSFORD  LEWIS, 
ST.  LOUIS,  MO. 


Numerous  discussions  on  priority  and  the  origin 
of  individual  features  of  cystoscopes  that  appear  from 
time  to  time,  some  of  them  acrimonious,  most  of 
them  more  or  less  biased  by  personal  interest,  would 
seem  to  justify  the  endeavor  to  \mravel  the  tangle 
in  which  the  history  of  cystoscopes  is  involved.  The 
difficulties  meeting  such  an  endeavor  are  soon  appre- 
ciated by  one  entering  on  the  task;  nevertheless, 
each  may  contribute  something  toward  the  solution 
of  the  problem  by  adding  the  unprejudiced  result  of 
his  own  investigations.  The  accompanying  is  sub- 
mitted in  that  light.  It  refers  to  modern  cystoscopes, 
only;  and  relates  more  especially  to  the  features  of 
cystoscopes  embraced  in  the  sheath-and-telescope 
variety  of  the  instrument. 

While  the  names  of  many  ingenious  inventors  and 
investigators  should  be  honored  in  an  extended  his- 
tory of  cystoscopes,  it  is  a  fact  that  material,  practical 
cystoscopy  had  its  beginning  in  the  last  quarter  of 
the  past  century,  when  Nitze  matured  and  presented 
the  fruits  of  his  inventive  genius. 

In  1867  Julius  Bruck,  of  Breslau,  described  his 
method  of  examining  the  cavities  of  the  body  by 
what  he  termed  "stomatoscopy,"  with  the  aid  of 
his  glow- wire  or  platinum  loop.  Ten  years  later 
(1877)  this  loop  was  applied  by  Nitze  in  his  first 
cystoscope,  in  which  he  made  use  of  lenses  after  the 
manner  employed  in  the  terrestrial  telescope.  The 
incandescent  lamp  of  Edison  was  not  then  known, 


216 

and  cooling  apparatus  was  necessary  for  preventing 
burning  of  the  vesical  mucous  membrane  with  the 
hot  loop. 

Inl886Dittel  (1)  placed  this  platinum- wire  arrange- 
ment of  Bruck's  on  the  tip  of  the  beak,  facilitating, 
as  Casper  tells  us,  (1)  the  cooling  of  the  glow-lamp 
and  furnishing  the  first  use  of  the  tip  of  the  cysto- 
scope  beak  as  a  light- carrier. 

The  Edison  incandescent  lamp,  made  known  in 
1880,  was  not  apphed  to  cystoscopic  use  until  1883, 
when  David  Newman  (2)  employed  one  in  a  cysto- 
scope  presented  by  him  at  that  time.  In  1885  Bois- 
seau  du  Rocher  (3)  first  presented  his  incandescent 
lamp  cystoscope  of  indirect  view  and  megaloscopic 
optical  arrangement.  In  the  same  month,  March, 
of  1887,  both  Nitze  (4)  and  Leiter  (5)  presented  their 
first  models  of  incandescent  lamp  cystoscopes.  These 
three  instruments  formed  the  basis  on  which  all  later 
cystoscopes  have  been  modeled,  and  marked  the 
practical  accomplishment  of  the  task  so  long  and 
diligently  sought  by  inventors  preceding  them. 

Nitze's  instruments  were  built  in  two  models: 
One,  termed  No.  1,  with  a  prism  for  indirect  (right- 
angle)  view;  and  the  other,  No.  2,  for  direct  view, 
with  external  illumination. 

In  1889  Brenner  (6)  modified  Nitze's  direct-view 
model  by  running  a  small  canal  through  the  lower 
wall  (Fig.  2),  primarily  for  the  purpose  of  furnishing  a 
mode  of  exchanging  the  fluid  in  the  bladder  during 
observation,  but  later  used  for  carrying  a  ureteral 
catheter  and  effecting  single  ureteral  catheterization 
of  the  ureter  by  the  direct  method. 

In  the  same  year,  1889,  Boisseau  du  Rocher  (7) 
presented  and  put  to  the  test  of  successful  clinical 
use  his  composite  instrument,  which  was  epoch- 
making;  the  brilliancy  of  whose  achievement  is  only 
becoming  apparent  in  the  light  of  the  steps  made 
latterly  on  the  well-defined  lines  laid  down  by  him 
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at  that  time,  as  evidenced  by  the  numerous  cysto- 
scopes  of  that  design  now  in  use  and  that  are,  per- 
haps, receiving  most  favor  in  this  country. 

Boisseau's  instrument  was  the  first  that  deviated 
from  the  usual  form  of  fixed-lens  system  of  Nitze- 
Leiter  type,  in  which  the  lenses  and  lamp  were  made 
integral  with  the  shaft  and  beak  of  the  instrument. 
Boisseau's  plan  separated  the  ocular  part  from  the 
sheath  and  lamp-carrying  beak,  presenting  the  ser- 
vice sheath  with  illuminated  beak  as  one  part,  and 
variable  telescopes  as  the  other,  these  latter  to  be 
fitted  into  the  sheath  at  will  (Fig.  3).  This  was  an 
achievement  of  greatest  import,  permitting  latitude 
of  intra-vesical  observation  and  manipulation,  not 
only  impossible  to  the  instruments  of  the  fixed-lens 
type  (which  afford  a  view  in  only  one  direction) ,  but 
probably  never  appreciated  until  its  possibilities  have 
been  worked  out  in  the  several  combination  cysto- 
scopes  of  the  latter  day. 

But  Boisseau  was  not  only  pioneer  in  submitting 
in  1889  the  separable  sheath-and-telescope  plan,  but 
suppHed  in  the  same  instrument  the  definite  means 
for  catheterizing  both  ureters  at  one  time  in  the  two 
catheter  channels  which  were  placed  in  the  lower 
wall  of  his  sheath.  This  was  the  first  instrument  in 
which  synchronous  double-ureteral  catheterization 
was  aimed  at  or  effected;  and  without  doubt  deserves 
the  full  and  unstinted  credit  for  having  achieved  that 
brilliant  end. 

That  it  was  the  definite  purpose  of  Boisseau  to 
effect  double-ureteral  catheterization,  is  proved  not 
only  by  the  illustrations  of  his  instruments  in  his 
pubHcations  of  1890,  1892,  1894  and  1898,  but  also 
by  the  descriptions  of  the  author  in  those  several  con- 
tributions. In  the  one  of  1890  (Annales  des  Maladies 
des  Organes  Genito-Urinaires,  vol.  8,  page  73) 
Boisseau  says : — 
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"On  the  lower  side  of  the  straight  sheath  run  two 
parallel  tubes,  with  internal  caliber  of  No.  6,  French 
scale.  At  the  ocular  extremity  they  terminate  at 
cocks  R.  R. ;  and  contain  obturators  to  facilitate  the 
passage  of  the  instrument  over  the  urethral  mucous 
membrane.  These  small  tubes  have  two  different 
purposes.  They  serve,  in  the  first  place,  as  co^iductors 
for  the  ureteral  catheters.  Nothing  is  simpler,  after 
observing  the  orifice  of  the  ureter,  with  the  catheter 
in  sight,  than  to  guide  the  latter  and  engage  it  in  the 
ureter.  By  pushing  from  the  outside,  one  may  insert 
it  to  the  depth  desired.  Finally,  these  small  catheters 
being  controlled  yet  independent,  every  faciHty  is 
furnished  for  catheterizing  the  two  ureters  without  the 
itecessity  of  withdrawing  the  instrument  or  disengaging 
the  first  catheter.  A  second  purpose,  fulfilled  by  the 
two  little  tubes,  is  that  of  irrigation  of  the  bladder. 
They  constitute,  in  reality,  a  double-current  catheter, 
by  means  of  which  one  may  effect  irrigation,  if  not 
complete  and  rapid,  at  least  sufficient  to  maintain 
the  transparency  of  the  fluid." 

That  the  purpose,  thus  described,  of  ureteral  cathe- 
terization was  accomplished  by  the  instrument  of 
Boisseau,  is  attested  by  one  of  the  prominent  sur- 
geons of  Paris,  of  that  period,  Poirier  (8)  ,who  in  w^rit- 
ing  of  his  experience  with  it  said:  "The  difficulties 
that  the  cystoscope  meets  with  in  case  of  tumors  of 
the  bladder  do  not  appear  in  applying  it  to  cathe- 
terization of  the  iireters,  which  is  very  easy.  After 
only  a  small  experience  the  writer  easily  found  the 
orifice  of  the  ureters  and  with  the  small  catheter 
readily  penetrated  the  ureter."  He  mentioned  two 
instances  in  which  both  he  and  his  assistant  had 
successfully  conducted  the  manipulations  on  living 
individuals  in  the  previous  month.  His  final  con- 
clusion was  that  surgery  was  henceforth  in  possession 
of  an  easy  and  practical  means  of  obtaining  the 
separation  of  the  secretions  from  the  two  kidneys. 
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Boisseau's  instruments  and  plans  were  recognized 
and  quoted  in  practically  all  the  writings  on  cysto- 
scopy of  any  importance  in  the  next  following  fifteen 
years.  One  cannot  find  a  standard  work  on  the 
subject  in  which  they  fail  of  mention,  description  or 
illustration. 

The  writer  is  thus  explicit  in  calling  attention  to 
the  facts  of  these  instruments  of  Boisseau  because 
the  originaHty  and  priority  of  the  features  introduced 
in  them  by  Boisseau  have  been  erroneously  claimed 
by  and  ascribed  to  other  sources  in  a  number  of 
writings  on  cystoscopy. 

Boisseau's  sheath-and-telescope  instrument  of  1889 
was  built  in  two  forms.  One  sheath  was  equipped 
with  fenestration  and  illumination  on  the  convex 
aspect,  adopting  the  "direct"  mode  of  observation 
and  catheterization;  while  the  other  sheath  was 
fenestrated  and  illuminated  on  the  concavity,  in 
which  direction  it  afforded  its  view,  for  disclosing 
those  parts  of  the  bladder  not  exposed  by  the  other, 
direct,  view.  Two  different  telescopes  were  pro- 
vided: one  for  the  direct,  and  one  for  the  right-angle 
view.  Later,  in  1898,(9)  the  instrument  was  so  modi- 
fied by  double  fenestration  of  the  one  sheath  as  to 
furnish  the  means  of  observation  on  both  concavity 
and  convexity,  the  multiple  telescopes  passing 
through  the  one  sheath  for  that  purpose.  This  was 
the  first  instance  (1898)  in  which  the  composite  prin- 
ciple was  applied  to  the  cystoscope. 

Following  the  promulgation  of  this  instrument 
a  number  of  cystoscopes  of  the  sheath-and-telescope 
type  were  introduced  during  the  nineties,  their 
authors  employing  various  individual  features  that 
seemed  advantageous  with  respect  to  the  setting  of 
the  lenses,  the  mode  of  accomplishing  irrigation,  etc. ; 
but  none  presented  any  mark  of  originality  or  definite 
departure  from  the  plans  already  conceived  by  Nitze 
and  Boisseau.     In  fact,  the  instruments  mentioned 
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of  these  two  have  embraced  practically  all  distinctive 
originaHty  of  cystoscopes  to  the  present  day;  and 
analysis  of  the  respective  instruments,  multitudinous 
in  number  and  apparently  varying  widely  in  indi- 
vidual characteristics,  shows  that  they  were  prac- 
tically all  anticipated  in  the  original  cystoscopes  of 
Nitze  and  Boisseau. 

This  is  shown  in  the  accompanying  illustrations 
of  cystoscopes,  which  depict  their  individual  features 
sufficiently  well  for  such  analysis.  They  are  taken 
either  from  the  instruments  themselves  or  the  illus- 
trations of  the  several  authors.  So  far  as  practical, 
the  date  and  medium  of  first  publication  are  given  in 
the  references  arranged  chronologically. 

TABULATION 

ARRANGED  CHRONOLOGICALLY,  WITH  BRIEF  REMARKS  ON 

INDIVIDUAL   FEATURES. 

1867.  Bruck,  platinum-wire  glow-lamp. 

1874-76.  Griinfeld,  endoscopic  inspection  of  the  bladder; 
introduction  of  ureteral  catheter  outside  of  and  along 
the  endoscope,  and  first  successful  endoscopic  ureteral 
catheterization ;  external  mirror  illumination. 

1875.  Simon,  first  ureteral  catheterization,  by  "fishing 
method,"  by  anatomical  landmarks  and  touch,  without 
inspection. 

1876.  Rutenberg,  Vienna,  (10)  first  use  of  forced  air-inflation 
for  distending  the  bladder  for  cystoscopy. 

1877.  Nitze,  first  application  of  telescopic  lenses  to  cysto- 
scopes, using  Bruck's  glow-lamp  for  internal  illumina- 
tion. 

1880.  Dittel  (1)  applied  glow-lamp  to  tip  of  beak. 

1880.  Edison  incandescent  lamp  introduced,  but  not  applied 
to  cystoscopy. 

1883.  David  Newman  (2)  first  to  use  incandescent  lamp  in 
cystoscopy. 

1885.  Boisseau  du  Rocher  (3) ,  first  model,  incandescent  lamp, 
indirect- view,  with  megaloscopic  lenses. 

1886-88.  Pawlik  (11),  air-distension  (genu-pectoral  posttire) 
cystoscopy  and  ureteral  catheterization,  with  anatom- 
ical gtiides;  successful,  but  in  women  only.  Ex- 
ternal illumination. 
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1887.  Nitze  (4) ,  application  of  Edison  lamp  to  his  two  models 
of  cystoscopes,  direct  and  indirect  views,  with  tele- 
scopic lenses. 

1887.  Leiter  (5),  indirect- view  telescopic  lens  cystoscope, 
similar  to  Nitze's  model  No.  1. 

1887.  Dittel  (12),  appHcation  of  incandescent  lamp  to  tip  of 
beak,  indirect  view.  (Fig.  1.) 

1889.  Brenner  (6),  (Fig.  2)  addition  of  single  ureteral  catheter 
channel  to  Nitze's  direct-view  cystoscope.  Fixed-lens 
system. 

1889.  Boisseau  du  Rocher  (7),  (Fig.  3)  composite  cystoscope; 
first  of  sheath-and-telescope  plan ;  first  to  give  synchro- 
nous double  ureteral  catheterization  through  two 
ureter  catheter  channels ;  facilities  for  vesical  irrigation 
and  exchange  of  fluid;  two  models,  furnishing  both 
direct  and  indirect  views  for  including  the  whole  in- 
terior of  the  bladder.  Successful  ureteral  catheter- 
ization with  this  reported  by  Poirier  (8) . 

1893.  Howard  Kelly  (13),  air-distension,  direct- view,  endo- 
scopic method,  similar  to  Pawlik's;  for  women  only. 

1894.  Casper  (14),  first  model  of  catheterizing  cystoscope, 
indirect  view,  sHding  cover  for  catheter  channel. 

1894.  Nitze  (15),  single  tube  ureter-catheterizing  cystoscope, 
indirect  view. 

1895.  Giiterbock  (16),  (Fig.  4)  sheath-and-telescope;  both 
lamp  and  lens  on  telescope,  indirect  view  only;  non- 
catheterizing ;  irrigation  through  sheath. 

1896.  Fenwick(17),  (Fig.  5)  sheath-and-telescope;  both  lamp 
and  lens  on  telescope ;  indirect  view  only ;  non-catheter- 
izing;  irrigation  through  sheath. 

1897.  Nitze  (18),  (Fig.  6)  evacuation  cystoscope;  sheath-and- 
telescope;  indirect  view;  non-catheterizing ;  free  irriga- 
tion for  evacuation  through  sheath. 

1897.  Albarran  (19) ,  (Fig.  7)  sheath  with  telescope  for  indirect 
observation,  irrigation  and  ureteral  catheterization 
(single) ;  movable  lever  for  controUing  ureteral  catheter 
(original) . 

1898.  Boisseau  du  Rocher  (9),  (Fig.  8)  second  model,  sheath 
and  multiple  telescopes,  for  direct  and  indirect  views  to 
same  sheath ;  ample  irrigation. 

1898.  Koch-Preston  (6),  (Fig.  9)  first  "cold"  lamp  air-cysto- 
scope  for  male;  sheath  and  multiple  telescopes  for 
direct  and  indirect  views ;  extra  tube  (removable)  for 
carrying  ureter  catheter  (single) . 

1898.  Casper,  (Fig.  10)  provision  for  double  catheterization 
by  sliding  cover  for  groove. 
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1899.  Lang  (20),  (Fig.  11)  sheath-and-telescope;  indirect  view 
only;  non-catheterizing. 

1899.  Schlagintweit  (21), (Fig.  12)  evacuation,  sheath-and-tele- 
scope; indirect  view  only;  non-catheterizing. 

1899.  Tilden  Brown  (22),  (Fig.  13)  sheath-and-telescope; 
double  catheter  channel ;  direct  view  only. 

1900.  Bransford  Lewis  (23),  (Fig.  14)  air  cystoscope,  for  male 
and  female,  fixed  ureter  catheter  channel,  at  first  single, 
shortly  afterwards  double,  channel. 

1900.  KoUmann  (24) ,  (Fig.  15)  sheath,  with  indirect  view  and 
irrigating  telescope;  non-catheterizing;  working  on 
concavity  only;  non-irrigating  during  manipulation. 

1900.  Wossidlo  (25),  (Fig.  16)  sheath  and  indirect- view  tele- 
scope ;  working  on  convexity  only ;  double  catheterizing ; 
non-irrigating  dtiring  manipulation. 

1901.  Tilden  Brown  (26),  (Fig.  17)  composite  sheath  and 
multiple  telescopes;  giving  direct  and  right-angle 
views;  double  catheterizing  by  direct  method  only; 
irrigation;  lamp  forming  tip  of  beak  (Dittel's  plan). 

1902.  Nitze  (Fig.  18)  added  the  double  tube  to  former  single- 
catheterizing  cystoscope. 

1902.  Bierhoff  (27),  (Fig.  19)  modified  Nitze's  by  making 
sheath  and  telescope  separable,  for  removal  of  cath- 
eters i?t  situ. 

1903.  Schlagintweit  (28),  (Fig.  20)  retrograde  cystoscope  by 
movable  lens;  non-catheterizing. 

1903.  Young  (29),  retrospective  cystoscope,  fixed  prism  lens. 

1903.  Bransford  Lewis  (30),  (Fig.  21)  operative  cystoscope; 
air-distension.     (Fig.  22)  Accessories. 

1904.  Kolischer-Schmidt  (31),  sheath  and  telescope,  with 
distal  window;  direct  telescope  only;  double  cath- 
eterizing by  Casper's  arrangement  of  sliding  cover  over 
groove. 

1904.  Follen  Cabot  (32),  composite  cystoscope;  direct- 
view  double  catheterizing;  lamp  on  tip  of  beak; 
irrigation. 

1904.  Bransford  Lewis  (33),  set  globular  lens  in  telescope, 
securing  retrospective  \'iew. 

1904.  Baer  (34),  universal  cystoscope,  sheath  and  multiple 
telescopes,  giving  direct,  right-angle,  and  retrospective 
views ;  catheterization  by  both  methods ;  irrigation  and 
operative  features. 

1904.  Freudenberg  (35),  direct-view  double- catheterizing,  on 
convexity  only.     Amplified  in  1906. 

1904.  Luys  (36),  direct-vision  air  cystoscope,  women  only. 
Internal  illumination. 

1905.  Luys  (37),  direct- vision  air  cystoscope  for  males. 
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1905.  Cathelin  (38),  direct- vision  air  cystoscope,  for  males  and 
females. 

1905.  Otis  (39),  sheath  and  close-fitting  telescope;  wide 
angle,  indirect  view;  non-catheterizing. 

1906.  Bransford  Lewis  (40),  (Fig.  23)  universal  cystoscope; 
sheath,  with  multiple  telescopes;  including  direct,' 
right-angle  and  retrospective  views;  double  ureter 
catheterization  and  irrigation  features  (latter  during 
manipulation) ;  protected  inverted  lamp,  inclosed  in 
shaft  of  beak. 

1906.  Freudenberg  (41),  (Fig.  24)  sheath  and  telescope, 
double-catheterizing;  convexity  only,  with  movable 
catheter  lever.     Irrigation. 

1907.  Freudenberg  (42),  multiple  sheath,  single  telescope; 
indirect  view  only;  non-catheterizing.     Irrigation. 

1907.  Kreissl  (43),  sheath,  direct  view  only,  giving  double 
catheterization . 
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THE  COMPARISON  OF  THE  TOTAL  UREA 
EXCRETED  BY  EACH  KIDNEY  IN  SUR- 
GICAL DISEASES  OF  THESE  ORGANS:  ITS 
VALUE  IN  ESTIMATING  THE  FUNCTIONAL 
CAPACITY  AND  PATHOLOGICAL  CHANGES 
OF  THE  KIDNEYS. 


BENJAMIN  S.  BARRINGER, 
NEW   YORK. 


The  importance  of  an  accurate  estimate  of  the  kid- 
ney function  in  surgical  diseases  of  these  organs  has 
probably  furnished  the  incentive  for  as  great  an 
amovmt  of  careful  work  as  any  other  modern  sur- 
gical problem.  The  problem  to  be  solved  is  so  com- 
plex a  one  that  we  could  hardly  expect  any  one  test  to 
be  valid  in  all  cases.  Thus,  while  many  methods 
have  been  exploited  which  are  of  much  value,  no  one 
seems  to  be  adequate  in  every  instance. 

With  the  advance  of  kidney  surgery  many  cases  con- 
sidered inoperable  ten  years  ago  are  operated  upon 
today.  With  this  advance,  the  tests  of  functional 
kidney  capacity  must  be  constantly  changing.  The 
borderland  class  contains  fewer  cases. 

By  the  normal  ftmctional  capacity  of  a  kidney,  we 
mean  primarily  the  abiUty  of  that  kidney  to  assume 
the  total  excretory  function  after  extirpation  of  its 
fellow  kidney.  In  other  words,  the  functional  ca- 
pacity is  a  measure  of  the  reserve  force  of  a  kidney. 

A  number  of  observers  have  lately  sought  to  deter- 
mine the  effect  of  disease  of  one  kidney  upon  the 
working  power  of  the  other.  Beer^  has  found  in 
several  instances,  for  example,  that  the  presence  of 
the  diseased  kidney  caused  a  much  retarded  excretion 

1.  Beer:     "The  Phloridzin  Test."     Journal   American   Medical   Asso., 
June  13,  1908. 
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of  phloridzin,  which  excretion  returned  to  normal 
after  nephrectomy  of  the  diseased  kidney.  It  would 
seem  inaccurate  to  say  that  the  sound  kidney  was 
doing  less  work  before  the  nephrectomy  than  after. 
In  reality  it  probably  was  doing  more  work  before 
the  removal  of  the  diseased  kidney.  But  its  reserve 
force  was  slowly  decreasing.  It  was  being  brought 
nearer  to  the  point  where  nephrectomy  of  its  fellow 
kidney  would  be  dangerous,  if  not  fatal.  Therefore, 
I  think  we  are  right  in  saying  that  the  functional  ca- 
pacity is  a  measure  of  reserve  force,  and  not  of  total 
work.  The  reserve  force  I  believe  varies  inversely  with 
the  total  work  done  by  a  kidney. 

The  method  I  wish  to  present  is  the  comparison  of 
the  total  urea  excreted  by  each  kidney  during  the 
same  period  of  time.  In  other  words,  the  percentage 
urea  multiplied  by  the  quantity  of  urine  excreted. 

Today  the  large  majority  of  the  methods  used  to 
prove  the  functional  capacity  of  the  kidneys  depends 
upon  the  introduction  of  foreign  substances — phlor- 
idzin, methylene  blue,  etc. — into  the  circulation  and 
the  observance  of  their  excretion.  Often  simply  the 
time  of  excretion  is  observed.  If,  within  a  certain 
time  after  the  injection  of  phloridzin  into  the  body, 
sugar  appears  in  the  urine  a  kidney  is  said  to  be  func- 
tionating normally.  Often  the  estimate  of  the 
f\inctional  capacity  depends  upon  comparison  of  the 
amount  of  coloring  matter — as  e.  g.,  indigocarmine — 
excreted  by  each  kidney. 

The  phloridzin  method,  perhaps  the  most  popular 
of  all,  has  been  proven  to  mean  nothing  when 
negative.  Alessandri^  of  Rome  concludes,  "The 
phloridzin  test  is  good  if  in  harmony  with  other  tests ; 
alone  it  is  of  little  value,  especially  if  negative."  Beer 
of  New  York  has  shown  that  while  the  phloridzin  test 
is  of  value  when  positive,  it  is  of  no  value  when  neg- 
ative. 

1.  "Contribute  alia  Chirurgia  Renale  .  .  .  ".  Folio  Urologica,  April, 
1908. 
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The  determination  of  kidney  sufficiency  or  insuf- 
ficiency by  the  examination  of  the  kidney  secretion, 
the  urine,  and  particularly  by  the  nitrogenous  com- 
pounds in  the  urine,  has  fallen  into  disrepute.    Caspar 
says,  "A  determination  of  the  urea  excreted,  or,  more 
correctly,  the  total  amount  of  nitrogen with- 
out controlling  the  amount  of  N.  in  the  diet,  or  con- 
sideration of  the  N.  excreted  by  the  intestines  does 
not  allow  one  to  draw  the  slightest  conclusions,"  and 
"even  the  results  obtained  by  exact  means  give  no 
reliable  information  as  to  whether  the  function  of  the 
kidneys  is  sufficient  or  not."     Von  Noorden,-^  how- 
ever,    makes      the      following    statements:       "The 
elimination  of  certain  drugs  (iodid  of  potassium  and 
methylene  blue  in  particular)  frequently  proceed  in 
an  altogether  different  way  from  the  elimination  of 
normal  metabolic  products.  .  .  .  From  all  the  results 
that  have  been  published  we  learn  that  the  determi- 
nation of  the  excretion  of  certain  chemicals  that  can 
be  readily  recognized  in  the  urine  may  occasionally  be 
of  value  in  interpreting  the  significance  of  drug  treat- 
ment in  diseases  of  the  kidneys,  and  may  also  possibly 
form  the  basis  of  certain  theoretical  conclusions;  but, 
at  the  same  time,  we  find  that  these  studies  do  not 
by  any  means  permit  us  to  draw  any  definite  con- 
clusions in  regard  to  the  power  of  the  kidneys  to 
eliminate  normal  excretory  products.     The  only  way 
in  which  to  determine  the  power  of  the  kidneys  in  the 
latter  respect  is  to  adopt  the  much  more  tedious 
method  of  testing  the  elimination  of  these  products 
themselves." 

The  reason  for  the  failure  of  urea  elimination  as  a 
functional  kidney  test  is,  perhaps,  that  it  has  been 
sought  to  determine  the  absolute  index  of  the  func- 
tional capacity  of  one  kidney  without  considering  the 
work  done  by  the  other  kidney.     And  also  that  it  has 

1.  von  Noorden:  "Clinical  Treatises  on  the  Pathology  and  Therapy  of 
Disorders  of  Metabolism  and  Nutrition,  Nephritis,"  1903,  p.  28. 
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been  the  percentage  urea  rather  than  the  total  urea  that 
has  been  largely  dealt  with. 

Albarran^  has  done  a  large  amount  of  work  in 
this  subject  and  while  he  beheves  that  the  comparison 
of  the  total  urea,  a  V  or  total  sugar  is  much  better 
than  the  %  urea,  A  or  %  sugar,  in  estimating  the 
functional  capacity  of  the  kidneys,  he  believes  that 
error  may  arise  when  any  one  of  these  is  used;  and 
that  his  "experimental  polyuria"  is  the  only  accurate 
way  of  estimating  the  kidney  function. 

In  this  paper  I  shall  attempt  to  prove  my  deduc- 
tions entirely  by  a  comparison  of  the  total  urea  ex- 
creted by  each  kidney  during  the  same  period  of  time. 
I  wish  to  emphasize  this  comparison  of  the  total  quan- 
tities of  any  substances  excreted  by  the  kidneys  in 
estimating  the  functional  capacity.  For  instance,  in 
the  phloridzin  test,  instead  of  simply  forming  con- 
clusions by  the  fact  that  the  urine  shows  a  sugar 
reaction  in  so  many  minutes,  the  total  quantities  of 
sugar  excreted  by  each  kidney  should  be  determined 
and  compared.  This  comparison  necessitates  the 
accurate  collection  of  all  of  the  urine  from  each  kid- 
ney, during  the  same  period  of  time,  and  as  far  as 
phloridzin  is  concerned,  over  a  longer  period  of  time 
than  the  thirty  or  forty  minutes  usually  consumed 
in  this  test. 

I  shall  not  draw  any  conclusions,  except  in  a  few 
normal  cases,  as  to  the  value  of  this  total  urea  method 
by  comparing  it  with  other  methods — phloridzin, 
methylene  blue,  etc. — nor  shall  I  consider  the  normal 
excretion  of  phloridzin,  etc.,  as  a  criterion  of  normal 
kidney  function.  In  the  cases  in  which  the  total  urea 
method  has  been  used,  the  sole  proof  of  renal  suffi- 
ciency or  insufficiency  will  he  nephrectomy  of  one  kid- 
ney, with  recovery  or  death  from  renal  insufficiency 
following,  thus  proving  the  functional  capacity  or  lack  of 
capacity  of  the  remaining  kidney.     This  is  of  necessity 

1.  Albarran:  "Exploration  des  Functions  R6nales,"  1905. 
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the  only  way  in  which  the  value  of  any  test  of  kidney 
function  can  be  determined. 

My  conclusions  are  based  upon  the  critical  exami- 
nation of  78  cases  gathered  from  the  literature  and 
my  own  work,  in  77  of  which  nephrectomy  was  per- 
formed, and  in  one  nephrotomy.  It  might  be  men- 
tioned that  in  the  important  work  of  Caspar  & 
Richter,  "Functional  Diagnosis  of  Kidney  Disease" 
(1903),  which  has  done  much  to  establish  the  value  of 
the  "phloridzin  method"  in  functional  kidney  diag- 
nosis, in  hut  seven  of  the  ninety  cases  reviewed  was 
nephrectomy  performed. 

Of  the  78  cases  I  have  reviewed,  74  recovered,  two 
died  of  renal  insufficiency,  and  two  from  other  causes 
following  the  operation.  Because  of  the  compara- 
tively small  number  of  cases  reviewed  any  conclusions 
that  may  be  drawn  will  be  tentative,  and  further  work 
in  this  line  will  be  needed  to  verify  these  conclusions. 

What  I  shall  attempt  to  establish  is : — 

1.  To  determine  in  what  cases  nephrectomy  may 
be  performed  without  fear  of  death  from  renal  in- 
sufficiency ensuing. 

2.  To  indicate  a  borderland  class  of  cases  where 
the  ability  of  the  comparatively  sound  kidney  to 
functionate  after  nephrectomy  of  its  fellow  is  ques- 
tionable. 

The  subject  will  be  considered  imder  three  different 
headings : — 

1.  Methods  for  obtaining  the  urine  from  either 
kidney. 

2.  The  value  of  the  comparison  of  the  total  urea 
excreted  by  each  kidney  in  estimating  the  functional 
capacity  of  the  kidneys. 

3.  The  value  of  this  comparison  as  indicating  the 
pathological  changes  in  the  kidneys. 

I.  Methods  of  Obtaining  the  Urine  from  Either 
Kidney.     In  estimating  the  total  urea  excreted  by 
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each  kidney,  it  is  of  course  most  important  to  know 
that  we  are  accurately  collecting  the  total  quantity  of 
urine  excreted  by  each  kidney  during  a  given  period 
of  time. 

One  of  the  following  methods  has  been  used  to 
collect  the  urine  from  either  kidney: — 

1.  Ureteral  catheterism;  or, 

2.  Collection  of  the  urine  by  the  Luys  Separator. 

It  seems  hardly  necessary  to  mention  that  the  col- 
lection of  the  urine  from  the  kidneys,  by  whatever 
means,  must  be  simultaneous. 

The  errors  which  may  arise  when  either  the  ureteral 
catheter  or  Luj'-s'  Separator  is  used  readily  divide 
themselves  into  three  classes : — 

1.  Mechanical:  Those  arising  from  a  faulty  in- 
stnmientation,  and  resulting  in  either  failure  to  collect 
all  of  the  urine  flowing  from  each  kidney,  or  causing 
a  mixture  of  the  vuines. 

2.  Reflex  oliguria,  or  polyuria,  caused  by  the  in- 
strumentation. 

3.  Collecting  the  urines  at  inappropriate  times. 

We  have  not  time  to  discuss  these  questions  at 
length.  With  care  both  ureteral  catheterism  and 
the  Luys  Separator  give  accurate  results,  and  all  of 
the  urine  may  be  collected  from  either  side. 

Probably  more  care  is  necessary  with  the  ureteral 
catheter  than  with  the  Luys  Separator,  as  with  the 
former  in  a  certain  number  of  cases,  an  extra- catheter 
flow  occurs.  In  the  78  cases  ureteral  catheterism 
was  used  in  38  and  the  Luys  Separator  in  40.  Those 
in  which  the  Luys  Separator  was  used  gave,  I  be- 
lieve, absolutely  accurate  quantitative  results. 

I  believe  two  factors  are  necessary  with  ureteral 
catheterism  to  give  accurate  quantitative  results: 
First,  the  catheter  of  Albarran  with  the  terminal 
opening  should  be  used,  whether  the  catheterism  is 
unilateral    or   bilateral;    second,  Albanian's    method 
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should  be  employed,  of  methylene  blue  injection  into 
the  catheter,  and  its  non-appearance  in  the  bladder 
excludes  extra-catheter  flow.  This  procedure  was 
not  carried  out  in  all  of  the  cases,  and  this  possible 
inaccuracy  may  modify  my  conclusions.  I  have, 
however,  proceeded  as  if  the  results  in  collecting  all 
of  the  urine  from  either  kidney  were  accurate. 

2.  As  to  polyuria  or  oliguria,  caused  by  the  in- 
strumentation, Albarran  notes  that  with  ureteral 
catheterism  either  one  or  the  other  may  occur,  but 
that  when  either  does  occur,  it  is  bilateral,  and  be- 
lieves that  if  the  examination  is  prolonged  for  two 
hours  the  occurrence  of  polyuria  or  oliguria  is  rare. 

Albarran  beheves  that  the  Luys  Separator  causes 
oHguria  much  more  frequently  than  does  ureteral 
catheterism.  My  own  work  would  indicate  that  this 
is  to  be  doubted,  and  it  is  possible  that  it  causes 
oliguria  even  less  often  than  does  ureteral  cath- 
eterism. 

For  the  accuracy  of  our  work,  however,  the  main 
point  is  that  when  either  oliguria  or  polyuria  does 
occur  it  is  bilateral,  and  therefore  not  influencing  the 
comparative  results  of  the  two  sides. 

3.  Collection  of  Urines  at  Inappropriate  Times. 
Albarran  has  proved  that  ureteral  catheterization, 
following  the  taking  of  diuretics,  or  within  tw^o  hours 
after  meals,  gives  distorted  results.  He  says:  "In 
these  different  circumstances  [i.e.,  ureteral  cather- 
ization  following  diuretics  or  within  two  hours 
after  meals] the  healthy  kidney,  or  compar- 
atively healthy  kidney,  produced  temporarily  much 
more  urine,  while  in  the  same  space  of  time  the  dis- 
eased kidney  modified  but  little  its  habitual  function." 

II.  The  Value  of  the  Comparison  of  the  Total 
Urea   Excreted  by   Each    Kid)iey  in   Estimating  the 


232 

Functional  Capacity  of  the  Kidneys.  Caspar^  has 
made  an  interesting  comparison  of  the  deaths  occur- 
ing  after  nephrectomy  among  the  cases  of  five  sur- 
geons who  worked  with  the  aid  of  ureteral  catheterism 
and  functional  diagnosis;  and  those  of  five  surgeons 
who  did  not,  or  could  not  employ  those  aids,  since  at 
the  time  of  the  operation  they  did  not  exist.  Of  129 
nephrectomies  on  the  side  of  the  old  school,  five 
deaths  occurred  from  renal  insufficiency  (5.22%). 
On  the  side  of  the  new  school,  in  129  nephrectomies 
one  death  occurred  from  renal  insufficiency  (1.7%). 
This  shows  a  remarkable  decrease  in  mortality  from 
renal  insufficiency,  which  in  part  should  be  attributed 
to  improved  surgical  technique,  but  chiefly  I  believe 
to  a  more  intimate  knowledge  of  the  condition  and 
functional  capacity  of  the  two  kidneys. 

Before  discussing  the  pathological  cases,  I  wish  to 
consider  briefly  the  total  N.  excreted  by  the  two 
kidneys  in  more  or  less  normal  cases,  and  to  compare 
it  with  the  phloridzin  test.  I  have  taken  from  the 
book  of  Caspar  &  Richter  eight  cases  which  are  called 
by  the  authors  "Normal  cases."     These  are: — 

No.       Diagnosis.  Sugar,      Quant.  Urine.     N.,  per      Total  N. 

percent.        (In  c- c)  Cent.      (In  Grams.) 

1.  Prolapse  R.  0.9  28  .399  .110 
Urethra  L.  0.8  22  .445  .097 
Pyelitis 

2.  Stone  R.  0.4  25  .224  .056 
Gallstone  L.  0.4  35  .35  .122 

3.  Contracted  R.  1.4  36  .213  .086 
Bladder  L.  1.4  35  .206  .072 

4.  Hysteria  R.  0.8  30  .357  .107 

L.     0.9  29  .413  .119 

5.  Cr.  Urethritis     R.     1.8  23  .616  .141 

L.     1.8  21  .616  .129 

6.  Cr.  Urethritis     R.     1.6  35  .219  .171 

L.      1.5  21  .448  .094 

7.  Sex.    Neuras-     R.     2.  22  .525  .115 

thenia  L.     2.  20  .538  .107 

8.  Neurosis  R.  0.7  35  .252  .089 
Vesical                 L.     0.15         42             .202  .084 

1.  Caspar:  "Diagnosis  and  Treatment  of  Tuberculosis  of   the   Kidney." 
American  Journal  of  Urology,  vol.  1,  1904-05,  p.  95. 
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In  these  cases  the  phloridzin  test  gave  the  same 
functional  value  for  both  kidneys  in  all  of  the  cases 
except  Case  8,  where  the  sugar  excreted  from  one 
side  is  nearly  five  times  as  great  as  that  excreted  from 
the  other,  yet  the  diagnosis  in  this  case  is  vesical  neu- 
rosis. The  total  nitrogen  of  both  sides  in  this  case  is 
equal.  Caspar  beheves  that  the  result  of  the  phlor- 
idzin test  in  this  case  is  a  mistake. 

There  are  two  cases  in  which  the  total  N.  of  either 
side  is  not  equal.  One  was  a  case  of  kidney  stone  in 
which  the  diseased  kidney  excreted  a  Httle  over  twice 
as  much  total  N.  as  its  fellow;  while  the  sugar  ex- 
creted was  the  same  on  both  sides.  This  was  prob- 
ably a  case  of  pelvic  stone,  and,  as  discussed  in  part  III. 
of  this  article,  the  diseased  kidney  was  really  excreting 
more  N.  than  its  fellow. 

The  other  case,  which  gives  the  total  N.  nearly 
twice  as  much  on  one  side  as  the  other,  was  a  case  of 
urethritis.  In  this  case  the  sugar  output  was  prac- 
tically equal. 

As  a  whole,  the  total  N.  seems  to  give  a  more  accur- 
ate estimate  of  the  kidney  function  than  the  phloridzin 
test.  In  two  cases  the  phloridzin  test  was  not  as 
accurate  as  the  total  N.  test.  In  one  case  it  was  more 
accurate.  In  one  normal  case  the  phloridzin  variation 
was  nearly  five  times  as  much  on  one  side  as  on  the 
other;  while  the  greatest  variation  of  the  total  N.  in  a 
normal  case  was  not  quite  twice  as  much  on  one  side 
as  on  the  other. 

The  Total  Urea  Excretion  in  Pathological  Cases. 
The  sources  of  the  78  cases  upon  which  my  article  is 
based  are:  Albarran\  Luys^,  Lichtenstern^,  Young*, 
Vale^,    Caspar     &    Richter^,    CatheHn^,    Beer^,    and 

1 .  Albarran :  Loc.  cit. 

2.  Luys:  "Separation  de  U  Urine  des  Deux    Reins,"    1904,   and  " Ex- 
ploratton  de  L  Apparetl    Urinaire,"  1907. 
Woch^'igol^^N^^g'^'^''^'^""^^"    ^^^^   ^'^^"^^sregation."    Wiener  Klin. 

4.  Young;  Johns  Hopkins  Hospital  Reports,  1906,  vol.  13,  p.  447. 

5.  Vale:    Annals  of  Surgery,"  1905,  vol,  41,  p.  81. 

6.  Caspar  &  Richter:  Loc.  cit. 

7.  Cathelin:  Folia   Uroligica,  March,  1908. 

8.  Beer:  "The  Diagnosis  of  Pyelonephritis."    Journal  American  Medical 
Asso.,  June  8,  1907. 
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cases  of  my  own  observation.     In  all  of  these  cases 
the  result  of  the  operation  has  been  determined.^ 
In  these  78  cases  I  have  tabulated  the  following: — 

1.  The  instrumentation:  Ureteral  catheterism  or 
urinary  separation. 

2.  The  quantity  of  urine  excreted  by  the  two  kid- 
neys during  the  same  period  of  time. 

3.  The  urea  in  grams  per  litre  excreted  by  each 
kidney. 

4.  The  total  urea  of  each  kidney  in  grams.  (By 
this  is  meant  the  total  urea  excreted  during  the  time 
the  instrumentation  was  taking  place.) 

5.  The  diagnosis. 

6.  The  operation  (which  with  one  exception  has 
been  nephrectomy) . 

7.  The  result  of  the  operation^  (but  two  of  the 
78  cases  dying  from  renal  insufficiency) . 

8.  The  condition  of  the  nephrectomized  kidney  as 
far  as  mentioned. 

I  have  divided  the  series  of  78  cases  into  two  tables, 
as  follows : — 

Table  1.  Those  cases  where  the  diseased  kidney 
excreted  no  urea. 

Table  2.  Where  the  diseased  kidney  excreted 
quantities  of  urea  from  a  barely  appreciable  amount 
up  to  four  or  five  times  as  much  as  that  excreted  by 
the  normal  kidney. 

Table  1.  [Cases  1  to  16  of  table.]  This  consists 
of  16  cases.  In  all  of  the  cases  there  was  no  urea 
excreted  from  the  diseased  kidney.  In  three  of  the  cases 
there  was  a  small  quantity  of  fluid  excreted  from  the 
diseased  side,  but  this  contained  no  urea. 

In  nine  of  the  cases  the  quantity  of  iirine  or  the 
percentage  urea  excreted  by  the  normal  side  is  not 

1.  In  all  of  those  cases,  with  the  exception  of  those  taken  from  Albarran, 
the  result  of  the  operation  is  mentioned.  The  cases  of  Albarran  are  only 
those  where  nephrectomy  for  tuberculous  kidney  has  been  performed,  and, 
while  the  result  is  not  mentioned,  Caspar  quotes  Albarran  as  never  having 
had  a  death  from  renal  insufficiency  following  nephrectomy  for  tuber- 
cxilous  kidney.      (Caspar,  loc.  cit.) 
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mentioned;  instead  is  mentioned  "normal  urine  from 
the  healthy  side,"  etc. 

Nephrectomy  and  recovery  is  tabulated  in  all  of  the 
cases. 

In  two  of  the  cases  the  condition  of  the  nephrec- 
tomized  kidney  is  not  mentioned.  In  nine  cases  the 
nephrectomized  kidney  was  entirely  destroyed;  in  five 
cases  "almost  destroyed." 

In  considering  this  class  of  cases  we  must  be  careful 
to  exclude  those  cases  where  the  ureter  is  temporarily 
blocked  by  a  stone  or  pus;  or  where  the  examination 
IS  made  dunng  the  crisis  occurring  with  intermittent 
hydronephrosis.  These  conditions  can  ahnost  always 
be  diagnosed  by  a  careful  consideration  of  the  symp- 
toms. In  these  cases  there  may  be  nothing  excreted 
from  the  diseased  kidney,  while  this  kidney  may  be 
practically  normal. 

It  is  self-evident  that  if  the  diseased  side  excretes 
nothing  this  kidney  has  m  functional  value-  and 
to  say  that  such  a  kidney  is  "almost"—.".^.,  partially- 
destroyed,  as  is  tabulated  in  four  of  the  cases  is  a 
misnomer. 

We  may  conclude,  therefore,  that  in  those  cases 
where  no  urea  is  excreted  from  one  side,  and  where 
normal    or  practically  normal,  urine  flows  from  the 
other,  the  kidney  which  excretes  urine  is  functionating 
normally  and  is  already  doing  the  total  body  work 
and  according  to  the  duration  of  the  process  has 
undergone  more  or  less  compensatory  hypertrophy 
and  IS  entirely  capable  of  taking  up  the  total  body 
work  after  the  removal  of  the  diseased  kidney      (An 
exception  to  this  is  mentioned  later.)     On  the  side 
which  excretes  nothing  the  functionating  power  of 
that  kidney  is  entirely  lost.     In  cases  in  which  the 
disease  m  the  kidney  is  a  pyogenic  process,  the  normal 
kidney,  in  addition  to  the  normal  body  work,  may  be 
excreting  toxins  occasioned  by  the  presence  of  the 
diseased  kidney. 
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This  is  frequently  seen  when  a  toxic  nephritis  of  the 
more  normal  side  disappears  after  nephrectomy. 

Table  2.  [Cases  17  to  78  of  table.]  These  cases  I 
originally  sought  to  divide  into  two  classes : — 

1.  Where  the  diseased  kidney  excreted  an  ap- 
preciable amount  of  urea,  but  had  not  a  normal 
functional  capacity. 

2.  Where  the  diseased  kidney  had  a  normal 
functional  capacity. 

It  seems  impossible  to  indicate  the  dividing  hne 
between  the  above  two  classes  without  considering  a 
larger  number  of  cases  in  which  death  from  renal 
insufficiency  has  followed  nephrectomy.  My  series 
includes  but  two  such  cases.  I  believe,  however,  that 
a  kidney  that  excretes  one-fourth,  or  less,  urea  than 
its  fellow  has  not  a  normal  functional  capacity. 
Therefore,  if  we  remove  a  kidney  that  excretes  four 
times  as  much  urea  as  its  fellow,  we  may  fear  death 
from  renal  insufficiency. 

My  reason  for  fixing  this  approximate  limit  will  be 
discussed  under  the  "Borderland  class." 

I  will  therefore  discuss  these  62  cases  as  a  whole. 
In  these  62  cases  nephrectomy  was  performed  61 
times,  and  nephrotomy  once.  The  case  (No. 78)  in  which 
nephrotomy  was  performed  will  not  be  included  in  the 
series,  but  will  be  reserved  for  special  discussion  later. 

In  these  61  cases  the  quantity  of  urine,  %  urea,  and 

total  urea  are  as  follows : — 

Oliguria  of  diseased  kidney  ......  36 

Polyuria    "  "  "       ....23  1  death  from  renal 

insufficiency. 
Equal  secretion 3 

Decreased  %  urea,  diseased  kidney .  59 

Increased  "       "  "  "        i  Death  in  this  pa- 

tient from  renal 
insuf.  Same  pa- 
tient as  above. 

Equal  urea 1 

Decreased  total  urea,  diseased  kid- 
ney     56 

Increased  total  urea,  diseased  kid- 
ney        5  1  death  from  renal 

insuf.       Same  pa- 
tient as  above. 
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The  one  death  from  renal  insufficiency  occurred  in 
the  series  that  shows  polyuria,  increased  %  urea  and 
increased  total  urea  of  the  diseased  kidney. 

Albarran  has  said,  "When  the  kidney  which  ex- 
cretes the  more  urine  presents  at  the  same  time 
higher  (A)  and  more  urea  and  phosphates  per  litre, 
that  kidney  ought  to  be  considered  the  better  of  the 
two,  not  only  from  a  functional  but  from  an  anato- 
mical standpoint."  Yet  in  18  of  my  23  cases  of 
polyuria  of  the  nephrectomized  kidney  this  kidney 
excreted  less  total  urea  than  its  fellow.  In  three  of 
these  18  cases  the  diseased  side  excreted  three  times 
as  much  urine  as  the  normal,  but  less  total  urea.  In 
two  of  the  cases  (cases  27  and  30) ,  there  was  a  slight 
polyuria  of  the  diseased  side,  and  these  kidneys  were 
practically  non-functionating. 

We  may  therefore  add  to  the  statement  of  Albarran 
and  say  that  the  kidney  which  excretes  the  more  urine 
may  be  functionally  and  anatomically  the  poorer  of 
the  two,  if  the  urea  varies  so  as  to  make  the  total  urea 
less  on  that  side. 

The  %  Urea  vs.  the  Total  Urea  in  Estimating  the 
Kidney  Function.  It  might  be  here  interjected 
that  the  %  virea  would  give  us  a  more  adequate  idea 
of  the  kidney  function  than  the  total  urea,  as  in  only 
one  case  was  the  percentage  urea  of  the  diseased  side 
greater  than  that  of  the  normal,  and  this  case  died  of 
kidney  insufficiency ;  while  in  five  cases  of  the  59  the 
total  urea  was  greater  on  the  diseased  side  and  only 
one  of  these  died  of  kidney  insufficiency. 

A  closer  view  of  the  two  cases  that  died  of  insuffi- 
ciency, one  after  nephrectomy  and  one  after  neph- 
rotomy, will  throw  some  light  on  this : — 

Case  77.  Death  from  uraemia  on  third  day  after 
nephrectomy. 
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In  this  case  the  %  urea  and  the  total  urea  of  the  two 
kidneys  was  as  follows : — 

%  utea,  diseased  kidney 2.5% 

"      "     normal       "         1-   % 

Total  urea,  diseased  kidney 17.5  centigrams 

"      normal         "        4. 

The  %  urea  was  2^  times  more  on  the  diseased 
side  than  on  the  normal,  which  would  not  of  itself 
contra-indicate  nephrectomy.  But  the  total  urea 
was  nearly  4J^  times  greater  on  the  diseased  side. 
With  one  kidney  doing  4^  times  as  much  work  as 
its  fellow,  the  question  would  immediately  arise  as  to 
the  advisability  of  removing  such  a  kidney. 

Case  78  is  of  much  interest.  The  case  was  one  of 
double  renal  pelvis  and  bifid  ureter^;  ureteral 
catheterism  gave  in  one  hour  and  ten  minutes — 

R.  URINE.  L.  URINE. 

22  c.  c.  6  c.  c. 

Cloudy.  Clear. 

Sp.  gr.,  1003.  1015. 

Neutral.  Acid. 

Albumen,  trace.  Albumen,  none. 

Urea,  5  gr.  to  litre.  22  gr.  to  litre. 

Pus  (microscopical) .  Rare  red  blood  cell. 

The  urine  from  the  left  side  was  normal. 

"Radiograph"  shows  a  large  calculus  on  right  side. 

Diagnosis  Before  Operation:  Left  kidney  healthy, 
operation  advised  for  calculus  of  right  kidney. 

Operation.  Nephrotomy,  extraction  of  large  stone 
from  R.  renal  pelvis.  Death  two  days  later  from 
anuria.  Autopsy  gave :  L,  kidney  at  a  point  (about 
2  cm.)  above  iliac  vessels,  the  L.  ureter  divided  into 
two,  which  two  ureters  continued  separate  up  to  two 
separate  pelves  in  the  kidney. 

The  lower  pelvis,  which  was  the  larger  of  the  two, 
was  supplied  by  kidney  tissue,  which  was  apparently 
normal  in  every  way. 

The  upper  portion  of  the  kidney  and  its  pelvis  con- 
tained a  large  calculus,  which  completely  filled  the 
pelvis.     The  renal  cortex  was  very  thin. 

1.  Young:  Johns  Hopkins  Hospital  Reports,  1906,  vol.  13,  p.  447. 
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In  this  case  while  only  nephrotomy  was  done,  it  was 
done  under  the  supposition  that  the  left  kidney  was 
normal.  The  percentage  urea  of  the  kidney  upon 
which  the  nephrotomy  was  performed  was  5  gr. 
to  the  litre,  while  that  of  the  kidney  with  the  bifid 
ureter  was  22  gr.  to  the  Htre,  or  nearly  53^  times  as 
much. 

Yet  the  ratio  is  different  when  the  total  urea  is  con- 
sidered—11  gr.  from  the  nephrotomized  side,  and 
14.5  from  the  bifid  ureter  kidney,  or  a  nearly  equal 
excretion  of  urea. 

If  our  contention  is  right,  that  the  total  urea  gives  a 
more  adequate  idea  of  the  functional  capacity  than 
the  %  urea,  then  the  two  kidneys  should  have  been 
practically  equal  in  function.  And  this  was  probably 
the  case,  as  the  pathological  findings  at  autopsy 
showed. 

The  Borderland  Class.  What  cases  shall  we  in- 
clude in  the  borderland  class  is  perhaps  the  most  im- 
portant question  of  all  and  the  most  difficult  to 
answer. 

I  have  said  before  that  it  is  probable  that  a  kidney 
that  excretes  one  fourth  or  less  urea  than  its  fellow 
has  not  a  normal  functional  capacity;  and  that  if  we 
remove  a  kidney  that  excretes  four  times  as  much 
urea  as  its  fellow,  we  may  fear  death  from  renal  in- 
sufficiency. 

One  of  the  reasons  for  fixing  this  limit  is  that  in  all 
cases  where  the  diseased  kidney  excretes  one  fourth 
as  much  urea  as  its  fellow,  or  less— where  the  con- 
dition of  the  diseased  or  extirpated  kidney  is  men- 
tioned—the pathological  reports  indicate  that  the 
kidney  was  nearly  or  wholly  destroyed. 

Of  course,  even  a  rough  estimation  of  the  functional 
kidney  capacity  by  a  macroscopical  or  even  micro- 
scopical examination  of  such  a  kidney  is  a  questionable 
procedure. 
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Also  there  are  in  the  series  five  cases  in  which 
nephrectomy  was  performed  where  the  total  urea 
of  the  nephrectomized  kidney  was  more  than  that  of 
the  remaining  kidney.  One  of  these  cases  where  the 
ratio  of  the  urea  of  the  diseased  kidney  to  the  urea 
of  the  remaining  kidney  was  4>^  to  1,  died  from 
uraemia  following  nephrectomy.  The  four  other 
cases  recovered  after  the  nephrectomy.  In  these 
four  cases  the  highest  ratio  of  the  total  urea  of  the 
diseased  side  to  that  of  the  normal  was  practically 
2  to  1.  These  five  cases  would  seem  to  establish  the 
fact  that  if  the  ratio  of  the  urea  of  the  diseased  kidney 
to  the  urea  of  the  normal  one  was  greater  than  2  to  1 
a  borderland  case  was  being  dealt  with. 

On  the  other  hand,  in  case  78  the  total  urea  of  the 
diseased  kidney  was  less  than  that  of  the  normal,  and 
death  from  kidney  insufficiency  followed  a  simple 
nephrotomy. 

This  would  indicate  that  there  must  exist  other 
indications  of  an  impending  insufficiency  than  the 
simple  comparison  of  the  w^ork  of  the  two  kidneys. 
In  this  last  case  the  indication  was  probably  the  low 
24-hour  urea — 4.95  grams. 

In  every  case  there  are  three  things  that  should  be 
considered  in  addition  to  the  comparison  of  the  work 
of  the  two  kidneys.  These  are:  the  24-hour  excre- 
tion of  urea,  or  N.;  any  symptoms  of  uraemia;  and 
the  general  surgical  condition  of  the  patient. 

I  believe  that  we  can  always  tell  the  comparative 
value  of  the  work  done  by  each  kidney,  but  there 
exists  a  small — fortunately  very  small — per  cent  of 
cases  where  if  even  one  kidney  excretes  nothing  at 
all  we  cannot  on  that  basis  alone  perform  nephrectomy 
with  impunity.  Most  of  this  small  percentage  of 
cases  indicate  that  nephrectomy  would  be  dangerous, 
either  by  presenting  symptoms  of  uraemia,  or  by  ex- 
creting for  a  period  of  time  a  low  24-hotir  urea  or 
nitrogen. 
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On  the  other  hand  I  believe  there  exist  a  very  few- 
cases  where  none  of  our  known  tests  can  establish  the 
fact  that  kidney  insufficiency  is  impending. 

Why  one  kidney,  diseased,  and  excreting  an  appre- 
ciable quantity  of  pus,  should  excrete  more  urea  and 
have  a  better  functional  capacity  than  its  fellow  kid- 
ney, which  excretes  practically  normal  urine,  is  an 
interesting  question.  It  is  possible  that  the  disease 
present  in  one  kidney  by  an  irritant  action  increases 
its  ftmctional  capacity;  while  it  at  the  same  time 
exerts  a  depressant  effect  upon  the  work  or  more 
properly  the  "reserve  force"  of  its  fellow  kidney. 

The  24rHour  Excretion  of  Urea.  Our  knowledge 
of  the  nitrogen  excreted  in  the  urine  and  its  distribu- 
tion among  urea  and  the  other  nitrogenous  constit- 
uents, dates  from  the  pubhcation  of  the  paper  by 
FoHn,  "Laws  Governing  the  Chemical  Composition 
of  Urine,"  in  1905.  Among  other  conclusions,  Folin 
says:  "It  has  been  shown  that  keeatinin,  am- 
monia, uric  acid,  and  the  non-determined  nitro- 
genous residue  all  become  relatively  more  and  more 
important  as  the  total  nitrogen  in  the  urine  decreases. 
"Urea  [is]  the  only  nitrogenous  substance  which 
suffers  a  relative  as  well  as  an  absolute  diminution 
with  diminution  in  the  total  metaboHsm." 

With  normal  persons,  the  total  N.  as  well  as  the 
urea  has  wide  variation,  depending  upon  a  diet, 
nitrogen-rich  or  nitrogen-poor. 

It  would  seem  that  there  ought  to  be  a  low  limit  to 
the  24-hour  urea,  or  better  24-hour N., excreted,  which 
would  be  a  contra-indication  to  nephrectomy. 

The  total  24-hour  urea  in  case  78 — death  following 
nephrotomy — as  computed  from  the  separate  speci- 
mens of  urine  which  it  took  one  hour  and  ten  minutes 
to  collect,  was  4.956  grams. 

On  the  other  hand,  one  of  Folin's  normal  cases, 
which  was  living  on  a  nitrogen-low  diet,  excreted  in 
24  hours  but  3.47  grams  urea. 
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I  have  the  record  of  one  case  in  which  nephrectomy 
was  performed,  and  in  which  the  total  24-hour  urea 
prior  to  nephrectomy  was  approximately  5.6  grams. 
The  kidney  which  was  removed  excreted  practically 
one  half  of  the  total  amount  of  urea. 

From  these  few  examples  we  must  conclude  that 
the  24-hour  urea  may  fall  very  low  and  yet  mean 
nothing.  Further  work  in  this  Hne  is  necessary  before 
any  deductions  may  be  drawn;  for  instance,  ac- 
curate measuring  of  the  food  taken,  and  estimation 
of  both  the  total  N.  and  urea  from  the  two  kidneys. 

The  following  views  of  von  Noorden  are  of  interest. 
In  discussing  contracted  kidney  he  observes:  "Certain 
irregularities  [in  the  excretion  of  urinary  products] 
are  observed;  we  may  find,  for  instance,  that  the 
excretion  of  urea,  etc.,  fluctuates  considerably,  fairly 
early  in  the  disease,  so  that  in  this  respect  the  urinary 
findings  differ  from  those  in  a  normal  subject  fed  on 
the  same  diet.  At  the  same  time  we  never  encoimter 
a  serious  retention  of  the  excrementitious  substances. 
If  a  certain  proportion  of  excretory  products  is  re- 
tained on  one  day  we  will  usually  find  that  it  is 
eliminated  on  the  next  day,  or  the  second  day  follow- 
ing   Whenever  I  have  found  that  con- 
siderable quantities  of  urea,  phosphoric  acid,  etc., 
were  retained  for  long  periods  of  time  (not  only  for 
one,  two  or  three  days),  I  have  always  noticed  that 
the  disease  soon  took  an  unfavorable  turn." 

It  is  probable  that  this  principle  of  von  Noorden 
if  applied  to  surgical  diseases  of  the  kidneys  will  give 
us  an  important  point  of  view  as  to  a  failing  kidney 
function. 

The  less  the  total  urea  excreted  by  a  diseased 
kidney  as  compared  with  that  excreted  by  the  normal 
kidney,  the  farther  we  diverge  from  the  borderland 
class  when  the  total  iirea  is  low. 

Conclusions.  1.  In  normal  cases  the  total  N. 
comparison  gives  a  more  accurate  estimate  of  the 
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functional  kidney  capacity  than  the  phloridzin  test. 
(The  greatest  variations  in  the  few  normal  cases 
examined  being  not  quite  2  to  1.) 

2.  In  pathological  cases:  In  those  cases  in  which 
no  vuea  is  excreted  from  one  side,  and  normal,  or 
practically  normal,  urine  from  the  other,  and  in 
which  acute  or  recent  blocking  of  the  tireter  or  in- 
termittent hydronephrosis  may  be  excluded,  we  may 
say  that  the  kidney  which  excretes  urine  is  function- 
ating normally  and  is  already  doing  the  total  body 
work;  and,  according  to  the  duration  of  the  process, 
has  imdergone  more  or  less  compensatory  hyper- 
trophy and  is  entirely  capable  of  taking  up  the  total 
body  work  after  removal  of  the  diseased  kidney.  In 
the  kidney  which  excreted  nothing  the  functional 
power  is  entirely  lost. 

3.  With  the  total  urea  excreted  from  the  diseased 
kidney  less  than  one  fovirth  of  that  excreted  by  its 
fellow  we  may  diagnose  grave  disease  of  the  affected 
side  and  a  function  of  the  opposite  kidney  sufficient 
to  do  the  body  work  alone. 

4.  The  total  urea  of  the  diseased  side  may  be 
twice  as  much  as  that  of  the  more  normal  side,  and 
yet  nephrectomy  may  be  undertaken  without  fear 
of  death  from  renal  insufficiency. 

5.  If  the  total  urea  of  the  diseased  side  be  four 
times  as  much  as  that  of  the  more  normal  side,  then 
there  is  grave  fear  of  death  from  uraemia  following 
nephrectomy.  The  borderland  cases  are  those  where 
the  total  urea  of  the  diseased  side  is  more  than  twice 
and  less  than  four  times  that  of  the  well  side. 

6.  The  24-hour  excretion  of  urea  or  N.  should 
be  considered  in  all  cases.  The  nearer  the  total  urea 
of  one  kidney  approximates  that  of  the  other,  the 
more  importance  does  a  low  24-hour  excretion  of 
urea  or  N.  assume.  The  continued  retention  of  urea 
or  N.  will  probably  indicate  a  danger  point. 
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7.  The  general  condition  of  a  patient  should  be 
carefully  considered  and  any  uraemic  symptoms 
sought  for. 

8.  The  comparison  of  the  total  urea  to  determine 
the  functional  capacity  of  the  kidneys  is  better  than 
the  percentage  urea. 

9.  Irrespective  of  the  amount  of  work  done  by 
either  kidney,  there  exists  a  very  small  class  of  cases 
where  any  known  tests  cannot  establish  the  fact  that 
death  from  kidney  insufficiency  is  impending.  These 
cases  will  be  revealed,  I  believe,  by  a  further  study  of 
the  elimination  of  the  excretory  products  of  the 
kidneys. 

III.  The  Value  of  the  Comparison  of  the  Total  Urea 
Excreted  by  Each  Kidney  as  Indicating  the  Pathological 
Changes  of  the  Kidneys.  1  shall  not  go  into  this  sub- 
ject in  detail,  but  simply  mention  some  observations 
that  are  of  clinical  interest. 

Unilateral  Nephritis.  Under  this  class  I  have  six 
cases,  including  one  of  hemorrhagic  nephritis;  four 
of  the  cases  are  of  my  own  observation  and  two  from 
the  series  of  Luys. 

In  these  cases  the  appearance  of  casts,  granular, 
epithelial,  or  the  pathological  examination  of  speci- 
mens excised  from  one  kidney  at  operation  have 
caused  the  diagnosis  "unilateral  nephritis"  to  be 
made. 

In  these  cases  there  was  a  slight  polyuria  of  the 
affected  side  in  one,  and  oliguria  in  four,  and  equal 
excretion  in  one.  The  percentage  urea  is  given  in  but 
four  of  the  cases,  and  in  these  four  the  total  urea  is 
less  on  the  affected  side ;  and  the  diminution  seems  to 
follow  the  extent  of  the  pathological  lesion. 

It  is  interesting  to  note  that  a  unilateral  nephritis, 
even  if  it  has  existed  for  a  number  of  years,  does  not 
cause  a  marked  polyuria  of  the  affected  side.  In  one 
case  of    hemorrhagic    nephritis,   which   had   existed 
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eight  to  nine  years,  the  functional  capacity  of  the  two 
kidneys  was  practically  equal. 

Kidney  Stone.  I  wish  to  speak  of  but  one  impor- 
tant point ;  that  is,  the  polyuria  often  present  with 
calculus  of  the  renal  pelvis.  Albarran  notes  that 
with  marked  calculus  pyelonephritis  we  may  have  a 
notable  polyuria  of  the  affected  side,  and  quotes  the 
following  case : — 

Enormous  calculus  of  pelvis  of  kidney: 

Healthy  kidney — 37.5  c.c.  (Urea  not  given.) 

Diseased       "      — 68.  c.c. 

It  would  seem  that  the  calculus  must  be  in  the 
kidney  pelvis  to  cause  this  marked  polyuria,  and  not  a 
simple  calculus  pyelonephritis.  I  have  been  unable 
to  find  a  case  of  marked  polyuria  in  calculus  pyelo- 
nephritis if  the  calculus  was  not  in  the  kidney  pelvis. 

The  following  example  from  Luys  is  much  more 
remarkable  than  that  of  Albarran : — 

TT-     i   TT  •      i-  Urea  in  Grams       Total. 

First  Examination.  Quantity.  per  Litre.  Urea 

Healthy  kidney     1  c.c.  5.12  .500 

Diseased        "     15  c.c.  9.80  .147 

Second  Examination. 

Healthy  kidney 3  c.c.  5.80  .017 

Diseased        "         34  c.c.  12.81  .435 

Nephrectomy  showed  calculus  of  L.  kidney  pelvis. 
The  urine  from  the  R.  side  was  practically  normal. 

One  of  my  cases  shows  a  moderate  polyuria  of  the 

affected  side ; — 

K.  H.— 9  c.c. 
K.  D.— 12  c.c. 

Nephrectomy  of  K.  D.  showed  stone  of  kidney 
pelvis.  This  polyuria,  if  it  is  marked,  generally  cor- 
responds with  a  kidney  of  good  functional  capacity. 
The  total  urea  accurately  indicates  the  condition  of 
the  kidney. 

Pyonephrosis.  Albarran  says,  "The  only  surgical 
disease  of  the  kidneys  in  which  we  have  never  encoun- 
tered a  relative  polyuria  of  the  diseased  kidney  is 
pyonephrosis." 
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In  our  cases  we  have  the  following  cases  of  pyone- 
phrosis (excluding  tuberculous) — four  cases  in  the  first 
16,  where  nothing  was  excreted  from  one  side  and 
where  the  kidney  was  practically  destroyed. 

In  the  other  cases  of  the  series  there  are  as  fol- 
lows : — 

Oliguria  of  diseased  kidney     3  cases 

Polyuria   "         "  "       3     " 

Decreased  total  urea  of  diseased  kidney    6  cases 

Increased     "  "  "  "  0     " 

One  of  these  three  cases  (case  66)  of  polyuria  of  the 
diseased  kidney  shows  5.2  c.c.  from  the  diseased 
kidney,  and  1.5  c.c.  for  the  normal  kidney. 

All  of  these  cases  of  pyonephrosis,  including  those 
of  tuberculous  pyonephrosis,  show  the  total  urea  of 
the  diseased  side  less  than  that  of  the  normal  kidney. 

Another  case  of  polyuria  of  the  diseased  kidney 
was  case  53,  where  there  was  a  large  calculus  of  the 
kidnej^  pelvis. 

Conclusions.  In  the  majority  of  cases  there  is  an 
oHguria  of  the  affected  side.  The  more  marked  this 
is,  the  more  nearly  is  the  kidney  destroyed.  If  there 
is  a  polyuria  of  the  diseased  kidney  this  generally 
indicates  that  much  of  the  kidney  tissue  is  still  pres- 
ent. In  all  of  our  cases  the  total  urea  of  the  affected 
side  is  diminished.  The  total  urea  seems  to  indicate 
accurately  the  amount  of  the  kidney  destruction. 

Tuberculous   Kidney.     In  the  series  there  are   52 

cases  of  tuberculous  kidney,  as  follows : — 

Oligtiria  of  diseased  kidney     35  cases 

Polytiria    "  "  "  15     " 

Equal  secretion    2      " 

Decreased  urea  of  diseased  kidney     47      " 

Increased      "        "         "  "  5      " 

I  can  add  nothing  to  what  Albarran  has  already 
mentioned:  "Polyuria  of  the  diseased  kidney  is  espec- 
ially frequent  where  the  lesions  are  not  yet  very  ad- 
vanced; but  it  may  be  observed  when  the  kidney 
already  presents  multiple  caverns;  in  this  case, 
although  very  altered,  the  diseased  kidney  yet  has  a 
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notable  portion  of  parenchyma  left.  Where  the 
lesions  are  much  more  advanced,  we  see  the  healthy- 
kidney  secreting  much  more  than  the  diseased." 

Hydronephrosis.  There  are  in  the  series  six  cases 
of  hydronephrosis.     These  show : — 

Oligtiria  of  diseased  kidney 4  cases 

Polyuria    "  "  "     2      " 

Decreased  total  urea  of  diseased  kidney 6  cases 

Increased        "        "  "  "  0     " 

Albarran  says,  "Polyuria  of  the  diseased  side  always 
coincides  with  slight  lesion  of  that  side." 

This  is  not  always  true.  See  case  45,  with  a 
marked  polyuria  of  diseased  side  and  the  kidney 
nearly  atrophied. 

There  are  too  few  cases  of  kidney  neoplasm  to  make 
any  conclusions. 

CONCLUSIONS. 

With  all  kidney  conditions  a  relative  polyuria 
or  oliguria  of  the  diseased  kidney  may  be  present, 
the  latter  predominating.  When  polyuria  of  the 
diseased  kidney  exists,  generally  speaking  a  less 
grave  lesion  is  indicated  then  when  oliguria  is 
present.  Polyuria,  with  increased  total  urea,  seems 
to  be  most  frequently  seen  with  pelvic  stone,  and  next 
in  frequency  in  tuberculous  kidney.  It  is  possible 
that  a  pelvic  stone  by  its  perhaps  irritant  effect  may 
cause  both  a  polyuria  and  increased  urea  out  of  pro- 
portion to  the  real  functional  capacity  of  the  kidney. 

In  all  kidney  conditions  the  comparison  of  the  total 
urea  excreted  by  either  kidney  seems  to  indicate  very 
accurately  the  extent  of  the  pathological  changes  in 
the  kidneys. 

I  wish  to  express  my  indebtedness  to  Dr.  E.  L. 
Keyes,  Jr.,  for  much  help  and  many  suggestions  in  the 
preparation  of  this  article. 
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DISCUSSION 

OF  PAPERS  OF  DRS.  GALLANT,  CHUTE,  EISENDRATH,  LEWIS 

AND  BARRINGER. 

DR.  EDWARD  L.  Keyes,  JR.,  of  New  York:  I 
want  to  call  the  attention  of  the  society  particularly  to  the 
work  done  by  my  friend,  Dr.  Barringer.  We  have  long  been 
overwhelmed  by  the  foreign  statistics  hurled  upon  us  year 
after  year  with  a  description  and  praise  of  a  method  of  putting 
some  new  coloring  matter  into  the  mouth  and  getting  it  out 
through  the  kidneys.  None  of  these  methods  has  ever  been 
thoroughly  convincing  to  the  profession  at  large,  and  I  think 
most  of  us  without  knowing  it  (and  fearing  to  confess  it)  have 
been  following  crudely  the  method  that  Barringer  has  so  well 
described  in  his  paper.  I  think  the  estimation  of  just  what 
the  kidney  actually  is  doing  is  obviously  very  much  the  most 
accurate  way  of  finding  out  what  that  kidney  actually  can  do. 
This  method  is,  I  think,  precisely  what  we  have  been  looking 
for  ever  since  methylene  blue  was  the  first  substance  to  make 
us  go  astray  and  wander  into  strange  countries. 

I  am  indeed  glad  I  was  here  to  hear  Dr.  Chute's  paper. 

DR.  FRANCIS  R.  HAGNER  of  Washington:  I  was 
very  much  interested  in  Dr.  Chute's  paper.  I  think  it  is  a 
very  valuable  contribution.  The  two  points  that  struck  me 
were  the  number  of  his  cases  that  had  no  pain  and  the  number 
(as  I  remember,  eighty  per  cent)  that  had  frequency.  I 
think  that  is  a  point  that  is  sometimes  overlooked  in  suppura- 
tive disease  of  the  kidney,  the  fact  that  aU  the  symptoms  are 
vesical,  and  it  is  often  seen  in  calculous  pyonephrosis.  I 
might  mention  a  case  that  I  have  already  reported  where 
the  man  had  pus  in  his  urine  from  seventeen  years  of  age. 
When  I  saw  him  he  was  thirty-eight.  He  was  refused  life 
insurance  at  seventeen  on  account  of  pus  in  his  urine.  When 
I  told  him  that  his  trouble  was  in  his  kidney  he  would  not 
believe  it.  He  had  never  had  a  symptom  referable  to  his 
kidney.  They  were  all  vesical.  He  was  treated  for  five 
years  for  tuberculosis  of  the  bladder.  On  cystoscopic  ex- 
amination the  bladder  was  practically  normal  except  an 
eversion  of  the  left  ureter.  On  catheterization  the  right  side 
was  normal  (it  was  impossible  for  me  to  catheterize  his 
left  side),  but  on  watching  the  ureter  wormlike  masses  of  pus 
were  seen  to  pass  out  at  regular  intervals.  The  X-ray  was  nega- 
tive. It  was  a  good  picture,  yet  no  stones  were  demon- 
strated, although  I  felt  confident  that  that  was  the  condition. 
The  patient  was  operated  on  and  the  kidney  removed.     There 
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were  thirty  stones  in  that  kidney,  and  a  large  amount  of  pus, 
and  yet  that  patient  had  never  had  a  symptom  referable  to 
the  kidney. 

DR.  HENRY  JACOBSON  of  St.  Louis:  I  believe  Dr. 
Eisendrath  made  the  statement  that  he  depends  upon  the 
catheter  and  functional  tests  in  determining  the  presence  of 
stone  in  the  ureter.  I  think  the  X-ray  is  the  most  important. 
Of  course,  it  is  better  if  we  can  pass  a  catheter  into  the  ureter, 
and  then  have  an  X-ray  taken,  to  differentiate  between  con- 
cretions of  the  appendix  (which  is  sometimes  attached  to  the 
ureter)  and  stone  in  the  ureter.  Every  once  in  a  while  we 
have  those  mistaken  diagnoses  where  there  is  a  concretion  in 
the  appendix  which  gives  the  symptoms  of  ureteral  colic,  and 
if  we  did  not  have  an  expert  to  take  a  good  shadow  of  the 
ureter  with  the  catheter  in  it  we  may  slip  up  on  our  diagnosis. 

The  pain  in  this  case  which  the  doctor  mentioned  just  illus- 
trates the  reflex  pain  that  we  have  in  these  conditions  of 
ureteral  stones  and  in  prostatic  troubles.  I  want  to  mention 
a  case.  Every  time  I  would  massage  a  case  of  chronic  pros- 
tatitis he  had  pains  in  the  region  of  the  gall  bladder,  which 
were  evidently  reflex  from  the  connection  of  the  sympathetic 
system  of  the  abdomen  and  the  cerebro- spinal  system.  I 
believe  if  there  had  been  any  symptoms  pointing  to  the  blad- 
der the  X-ray  would  have  enlightened  the  doctor  in  this  case. 

I  think  Dr.  Chute  forgot  to  mention  the  use  of  the  shadow 
in  determining  the  frequency  of  stone  as  a  cause  of  pyelitis. 
We  know  that  in  a  great  many  cases  pyelitis  and  pyelo- 
nephritis are  due  to  calculus,  and  the  X-ray  is  valuable  in 
determining  the  diagnosis  in  some  of  these  cases. 

DR.  Edgar  GaRCEAU  of  Boston:  I  want  to  make  a 
remark  about  leaving  the  ureter  in  after  removal  of  a  tuber- 
culous kidney  when  the  ureter  is  diseased.  The  impression 
that  I  got  from  Dr.  Gallant's  paper  was  that  it  did  not  harm 
to  leave  the  ureter  in.  Some  years  ago  I  went  over  this  sub- 
ject very  carefully,  and  I  found  that  leaving  the  ureter  in  was 
a  very  dangerous  procedure.  Most  of  the  writers  who  have 
written  on  this  subject  say  that  the  ureter  atrophies.  I  do 
not  think  it  does,  at  least  not  as  much  as  is  generally  sup- 
posed. It  never  goes  down  to  normal,  and  it  certainly  does 
not  get  below  the  normal  size.  I  remember  one  case  that  I 
came  across,  a  case  reported  by  Dr.  McCosh  of  New  York. 
This  was  a  case  of  a  boy  who  had  his  kidney  removed  and  the 
ureter  left  behind.  Seven  years  later,  on  the  same  side, 
there  was  an  abscess,  which  had  to  be  evacuated.     There  is 
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a  great  deal  of  danger  in  leaving  an  organ  in  the  body  which 
is  known  to  contain  germs,  especially  when  that  organ  can  be 
easily  removed,  as  it  can  be  in  the  case  of  a  tuberculous 
ureter.  The  operation  of  removing  the  ureter,  in  good  hands, 
is  not  a  very  difficult  one  to  do,  and  I  do  not  think  that  it 
increases  the  danger  of  the  nephrectomy  to  a  very  marked 
degree.  I  collected  sixteen  cases  of  this  kind  some  four  or 
five  years  ago,  and  in  not  one  of  those  sixteen  cases,  in  the 
hands  of  good  operators,  did  death  follow.  The  operation 
may  be  performed  either  at  the  time  the  kidney  is  removed 
or  later.  Most  of  these  cases  were  the  kind  in  which  the 
operation  was  performed  immediately. 

I  want  to  say  one  word  in  regard  to  Dr.  Barringer's  paper. 
It  was  a  very  carefvd  paper,  most  admirably  gotten  up,  and  of 
great  value. 

DR.  E.  G.  Mark  of  Kansas  City:  I  wish  to  ex- 
press my  thanks  to  the  gentlemen  for  these  interesting  and 
instructive  papers,  and  to  Dr.  Lewis  particularly.  The  paper 
of  Dr.  Lewis,  it  seems  to  me,  is  exceptionally  valtiable  at  this 
time  when  there  is  a  sort  of  Uttle  tempest  or  ftiror  being 
created  about  priority.  It  will  go  far  towards  clearing  up 
several  points.  In  looking  over  these  drawings  and  in  hearing 
his  paper  we  are  impressed  with  the  fact  that  the  development 
of  the  modem  cystoscope  started  '5\'ith  the  incorporation  of 
the  lens  into  the  cystoscope  by  Nitze;  second,  by  the  step  in 
advance  by  Brenner  in  putting  in  a  tube  for  catheterizing  ptir- 
poses;  third,  the  step  by  David  Newman  in  adding  the 
incandescent  lamp  to  the  cystoscope;  and,  fourth,  by  the 
making  of  the  sheath  principle  by  Boisseau  du  Rocher,  and 
in  addition  to  that  the  double- catheterizing  arrangement  by 
Boisseau.  It  is  rather  strange  that  in  the  writings  on  the 
subject  which  have  gone  the  rounds  for  the  last  several  years 
the  fact  that  the  cystoscope  of  du  Rocher  was  made  for  the 
purpose  of  double  or  synchronous  ureteral  catheterization 
has  been  entirely  overlooked,  and  I  think  we  owe  a  debt  of 
gratitude  to  Dr.  Lewis  for  bringing  this  point  out. 

The  modem  cystoscope  must  meet  several  demands: 
First,  that  it  must  be  of  the  sheath  principle;  second,  that 
it  must  be  freely  irrigating;  third,  that  it  must  be  arranged 
for  double  catheterization  of  the  ureters,  both  by  the  indirect 
and  by  the  direct  methods;  and  that  it  must  be  so  arranged 
that  we  may  get  through  the  same  cystoscopic  tube  a  retro- 
spective view,  a  right-angled  view  and  a  direct  view.  It 
minimizes  maniptilation,  minimizes  time,  gives  proper  irriga- 
tion, and  it  is  undoubtedly  the  cystoscope  of  the  futttre  and 
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the  present,  and  it  is  the  one  end  towards  which  all  cystoscopy 
has  aimed.  I  want  to  again  congratulate  Dr.  Lewis  on  his 
admirable  presentation  of  these  facts. 

DR.  L.  W.  BREMERMAN  of  Chicago:  I  think  these 
papers  have  been  particularly  interesting.  I  want  to  call 
particular  attention  to  Dr.  Barringer's  paper.  All  the 
ordinary  methods  of  ascertaining  the  functional  activity  of 
the  kidney — the  phloridzin  test,  the  methylene  blue  test,  and 
all  the  others — to  my  mind  are  not  sufficient,  and  I  think 
Dr.  Barringer  has  taken  up  a  new  feature  in  this  respect  and 
has  given  us  something  very  valuable.  I  simply  corroborate 
Dr.  Keyes'  statement  when  he  said  that  we  shall  have  to 
look  over  it  and  study  it  and  let  it  soak  in. 

In  Dr.  Chute's  paper  the  cases  are  particularly  interesting. 
I  wish  also  to  report  briefly  a  case  similar  to  Dr.  Hagner's, 
in  which  there  were  no  kidney  symptoms  whatsoever,  and 
the  only  sign  the  physician  saw  was  pus  in  the  urine.  I  was 
called  in  consultation,  catheterized  the  left  ureter,  and 
found  almost  pure  pus  coming  from  that  side.  Diagnosis, 
surgical  kidney.  I  recommended  operation.  The  physician 
in  charge,  being  a  surgeon,  operated  and  found  twenty-fotir 
stones  in  that  kidney.  As  I  say,  the  patient  never  had  a 
pain  or  a  sign  of  any  kidney  trouble. 

Dr.  Lewis'  paper  on  the  development  of  the  cystoscope  is 
particularly  fine.  It  brings  to  our  attention  the  develop- 
ment of  the  cystoscope  from  the  beginning.  I  may  say 
right  here  that  I  am  a  user  of  Dr.  Lewis'  universal  cystoscope, 
and  find  it  very,  very  satisfactory.  There  are  some  diffi- 
culties, I  believe,  in  getting  this  cystoscope.  There  are 
several  manufacttu"ers  in  the  country  who  are  making 
this  instrument  and  putting  it  on  the  market  as  the  Brans- 
ford  Lewis  cystoscope,  and  it  does  not  fulfil  aU  the  purposes 
of  the  original  Bransford  Lewis  instrtunent.  And  if  there 
are  gentlemen  here  who  are  anxious  to  get  that  instrument, 
I  advise  them  to  consult  Dr.  Lewis  regarding  the  proper 
place  to  get  it.  Klny-Scheirer  of  New  York  manufacture 
this  instrument. 

The  importance  of  ureteral  catheterization  and  cystoscopy 
is  paramount.  I  may  take  just  a  moment  to  report  one 
case  in  which  I  was  called  in  consultation  by  a  physician  at 
the  Oak  Park  Hospital.  The  patient  had  an  acute  attack 
of  appendicitis,  operation  was  recommended,  and  the  diag- 
nosis was  found  to  be  correct.  The  physician  in  the  case 
had  operated  on  possibly  five  or  six  cases  of  appendicitis. 
They  had  all  been  successful,  easy  cases.     This  one  was  diffi- 
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cult — the  appendix  was  gangrenous — and  during  the  course 
of  the  operation  he  in  some  miraculous  way  got  a  terrific 
hemorrhage.  I  was  not  present  at  the  operation,  and  do 
not  know  the  exact  cause.  He  controlled  this  hemorrhage 
by  clamp  and  ligature.  About  a  week  later  I  was  called  in 
consultation  and  found,  a  sinus  in  the  abdominal  wound 
pouring  forth  a  large  amount  of  secretion.  The  doctor  sus- 
pected urine.  Gave  a  hypodermic  injection  of  methylene 
blue,  and  in  a  short  time  the  dressings  on  the  wound  were 
colored  blue.  I  was  still  not  positive  that  it  was  urine,  but 
collected  some  of  the  secretion,  tested  for  urea  and  found  it, 
and  I  was  positive  then  that  otir  secretion  was  urine.  Cysto- 
scopy the  following  day.  Passed  a  catheter  into  the  ureteral 
orifice  and  met  an  obstruction  at  about  six  inches.  All 
maniptdations  failed  to  pass  this  obstruction,  even  using 
different-sized  catheters  and  different-shaped  points.  I  left 
the  catheter  in  for  forty-eight  hours,  hoping  th9.t  possibly 
the  ureter  might  relax  and  that  then  it  might  be  possible  to 
get  a  catheter  over  the  obstruction.  My  desire  was  to  pass 
the  catheter  into  the  pelvis  of  the  kidney  and  drain  the 
kidney,  in  the  hope  that  the  fistula  might  heal.  I  was  unable 
to  pass  the  obstruction,  recommended  operation  for  joining 
the  severed  ends  of  the  ureter,  with  consent  to  nephrec- 
tomize.  Made  an  incision,  and  found  a  mass  of  adhesions, 
including  the  external  iUac  artery  and  vein  and  a  portion 
of  the  vena  cava.  I  tried  to  break  up  these  adhesions,  but 
found  it  impossible.  I  did  not  want  to  get  another  terrific 
hemorrhage  from  a  large  blood  vessel,  so  I  extended  my  inci- 
sion and  removed  the  kidney.  The  interesting  part  of  the 
case  is  this:  that  on  examination  of  that  kidney  I  found 
several  septic  areas  and  the  pelvis  of  the  kidney  was  filled 
with  pus.  This  goes  to  show  the  rapid  process  of  infection. 
Only  three  weeks  had  elapsed  since  the  first  operation,  and 
in  that  time  the  kidney  had  already  become  partially  de- 
stroyed. The  case  shows  also  the  importance  of  the  -ureteral 
catheter. 

I  wish  to  thank  Dr.  Lewis  particularly  for  his  brilliant 
paper  on  the  subject  of  the  cystoscope,  and  also  the  other 
gentlemen  for  this  series  of  papers.     I  thank  you  all. 

DR.  Charles  S.  Stern  of  Hartford,  Conn.:  I  would 
like  to  speak  on  Dr.  Chute's  paper,  and  especially  of  his 
chart  giving  an  analysis  of  forty  cases  of  kidney  suppiira- 
tion.  It  puts  everything  in  a  very  clear  hght  before  the 
eye.  Looking  down  the  different  columns  we  have  the  symp- 
toms and  all  other  data  called  to  the  attention  at  a  glance, 
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and  thus  it  becomes  a  comparatively  simple  matter  to  note 
where  to  look  for  trouble  and  where  not  to  look  for  it,  more 
clearly  than  on  any  other  chart  I  have  seen.  I  think  we  can 
adopt  it  with  advantage.  In  looking  down  the  column 
headed  "Diagnosis,"  and  the  next  column,  "How  the  diag- 
nosis was  established,"  we  notice  that  in  many  of  the  cases 
the  diagnosis  was  established  by  the  cystoscope  without  the 
use  of  the  ureter  catheter.  That  brings  up  the  point  which 
Dr.  Hagner  mentioned  in  regard  to  seeing  the  pus  exuding 
from  the  ureteral  mouth.  Now  that  is  all  very  well  if  you 
can  see  it  there,  but  there  are  qvdte  a  number  of  cases  where 
you  never  see  the  pus  "worming  its  way  out."  It  is  possible 
sometimes  to  see  the  tuine  coming  down  in  a  cloud,  or  turbid 
urine.  That  wiU  establish  a  diagnosis.  But  very  often  it  is 
hardly  turbid,  and  there  is  hardly  more  than  a  Ught  shiver  to  it, 
though  it  is  different  from  the  clear  tirine  of  a  normal  case. 
I  would  hke  Dr.  Chute  to  make  that  point  a  httle  clearer  in 
his  closing  remarks,  namely,  How  he  establishes  the  diag- 
nosis when  he  does  not  see  every  evidence ;  and  also  ask  him 
to  state  whether,  as  I  have  seen  in  some  cases,  the  ureter 
mouths  themselves  show  the  approximate  condition  of  the 
kidney,  or  a  pathological  departure  from  normal,  where  yet 
there  is  no  difference  in  the  urine  passed  by  which  we  can 
guide  OTorselves. 

DR.  Charles  E.  BaRNETT  of  Fort  Wayne,  Indiana: 
I  should  like  to  ask  Dr.  Chute,  for  my  benefit,  to  tell  us  what 
the  bladder  picture  is  in  a  case  of  tuberculosis  of  one  kidney. 
In  his  forty  cases  he  will  doubtless  recall  some  few  as  having 
been  tuberctdous.  No  one  in  this  country  is  better  able  to 
write  a  history  of  the  various  cystoscopes  than  Dr.  Lewis. 
I  enjoyed  his  paper  very  much.  In  regard  to  his  remark 
about  the  Freudenberg  sheaths,  I  believe  that  Freudenberg 
introduces  his  cystoscope  into  the  evacuating  tube  in  order 
to  see  the  stone  particles  after  the  stone  has  been  crushed 
with  the  lithotrite.  I  think  it  is  merely  a  cystoscope  in  the 
evacuating  tube. 

Dr.  M.  Lauterman  of  Montreal:  I  think  we  are  all 
indebted  to  Dr.  Eisendrath  for  ha\'ing  brought  this  very 
interesting  case  of  his  before  us,  but  I  wish  to  take  excep- 
tion to  the  remarks  of  one  of  the  former  speakers  with  regard 
to  the  eflSciency  of  the  X-ray  in  always  demonstrating  the 
presence  of  renal  calculi.  I  do  not  know  whether  it  is  due 
to  any  fatdt  of  our  man  up  in  Montreal,  but  I  have  on  at 
least  two  occasions  found  calculi  in  the  kidney  when  the 
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skiagraphs  did  not  demonstrate  their  presence.  And  I  may 
say  that  other  men  there  have  had  the  same  experience. 
This  is  partictilarly  the  case  in  deaUng  with  phosphatic 
calcvdi.  It  seems  that  the  only  means  we  can  depend  upon 
to  demonstrate  the  presence  of  a  calculus  impacted  in  the 
ureter  is  the  \ireteral  catheter.  In  that  connection,  I  had 
a  very  interesting  experience  in  Boston  some  weeks  ago, 
when  an  old  patient  who  had  drifted  that  way  was  about 
to  be  operated  on  for  appendicitis  by  a  gentleman  there. 
He  thought  he  would  Uke  to  have  me  present  at  the  opera- 
tion. I  insisted  upon  his  urine  being  examined  before  opera- 
tion. A  few  blood  cells  were  found.  I  suggested  that  his 
ureters  be  catheterized,  and  we  found  a  small  calculus  im- 
pacted in  his  right  ureter,  and  while  we  were  arranging  to 
operate  upon  him  for  this  impacted  calcidus  in  a  couple 
of  days,  he  passed  the  calculus,  which  was  followed  by  com- 
plete reUef  from  all  of  his  symptoms. 

Dr.  BaRRINGER  (in  closing) :  I  wish  to  thank  the  members 
very  much  for  the  discussion  of  the  paper.  I  regret  that  it 
has  been  so  difficult.  It  is  hard  for  such  a  subject  to  be 
otherwise,  however.  The  more  I  have  gone  into  the  subject 
of  the  present  tests  for  the  functional  capacity  of  the  kidneys, 
the  more  thoroughly  I  have  been  convinced  that,  while  they 
are  good  in  the  majority  of  instances,  yet  in  the  very  cases 
in  which  we  wish  to  use  them  and  they  are  most  necessary, 
they  seem  to  fail.  It  seemed  to  me  when  I  started  in  this 
work  that  the  principle  applied  by  the  medical  men  in  judg- 
ing the  work  of  a  kidney  by  the  estimation  of  the  total  nitro- 
gen or  the  total  lu-ea,  would  give  a  good  deal  of  light  if  appUed 
to  the  surgical  diseases  of  the  kidney,  and  I  think  that  is 
what  I  tried  to  bring  out  in  my  paper;  but  certainly  more 
work  is  necessary  to  indicate  the  value  of  the  total  urea,  or 
total  nitrogen  tests. 

DR.  Gallant  (in  closing):  I  wotdd  Uke  to  ask  Dr.  Gar- 
ceau  in  what  way  Dr.  McCosh  treated  the  ureter  he  had 
trouble  with.  Was  the  ureter  tied  off  and  dropped  in  behind 
the  muscles? 

DR.  Garceau  :     The  report  does  not  say. 

Dr.  Gallant:  That  is  the  key-note  of  the  situation. 
The  old  way  of  handUng  the  ureter  was  to  cut  it  just  as 
short  as  possible,  and  then  drop  it  back  into  the  pocket 
from  which  the  kidney  had  been  removed.     If  there  is  no 


2G0 

obstruction  in  the  ureter  from  that  point  down  to  the  bladder 
the  ureter  will  drain  into  the  bladder  and  give  no  trouble; 
but  if  there  has  been  an  obstruction  of  the  ureter  at  any 
point  below,  between  the  bladder  and  the  proximal  portion 
of  the  ureter,  you  can  readily  see  that  any  accumulation  of 
mucus  or  pus  that  might  form  after  the  operation  would 
of  coiu"se  make  an  abscess.  Then  you  have  got  to  go  down 
through  the  muscles  or  open  in  front  and  dig  out  this  abscess 
of  the  ureter. 

I  did  not  repeat  what  I  demonstrated  last  year,  that  is, 
the  method  of  cutting  off  the  lu-eter  with  the  lower  inch  of 
the  pelvis  of  the  kidney  and  suturing  the  pelvis  to  the  ex- 
ternal lumbar  fascia  as  a  funnel  into  which  you  can  put  a 
drainage  tube  at  any  time,  should  there  any  trouble  occur 
when  there  is  obstruction  below.  In  such  a  case,  if  pus 
forms  we  can  easily  establish  ample  drainage  by  cutting 
through  the  skin  and  introducing  a  drainage  tube.  I  had 
such  a  case  which  troubled  me  for  some  three  years,  after 
nephrectomy.  Each  time  that  an  abscess  formed  it  was 
due  to  the  silk  ligatvu-e  that  I  had  used  in  ligating  the  renal 
vessels.  The  work  of  Schede  and  many  others  has  shown 
that  by  bringing  the  ureter  on  the  surface  of  the  skin  in  the 
lumbar  wound  the  large  majority  of  tuberculous  ureters  will 
"go  out  of  business."  And,  as  he  recommends,  you  can 
inject  any  sort  of  medicine  you  like  to  hasten  that  process. 

As  I  recall  it,  in  Bull's  translation  of  Von  Bergmann's 
System  of  Surgery  he  speaks  of  sixteen  cases  which  were 
permanently  cured.  The  plan  proposed  to  you  today  is 
that  of  having  both  ends  of  the  ureter  open, — an  opening 
in  the  lumbar  region.  It  is  under  the  skin.  If  you  are  not 
sure  of  drainage  all  you  have  to  do  is  to  open  the  other  end 
into  the  vagina,  and  it  is  surprising  how  soon  the  ureter  will 
go  out  of  business.  If  a  tube  is  open  at  both  ends  it  is  very 
difficult  for  anything  to  accumulate  in  it.  Drainage  is 
under  absolute  control.  We  do  not  have  to  subject  the 
patient  to  a  severe  operation  to  get  rid  of  any  accumulation 
which  may  occur.  The  point  is,  if  there  is  obstruction  any- 
where in  the  ureter,  if  you  have  it  open  at  both  ends  what- 
ever pus  forms  can  escape  at  either  end.  It  is  far  simpler 
than  to  take  out  the  ureter.  I  myself  have  found  no  neces- 
sity for  ureterectomy  since  I  have  used  this  method.  It 
may  be  a  simple  thing  for  others,  but  as  for  me  ureterectomy 
in  toio  is  a  somewhat  formidable  addition  to  nephrectomy. 

Dr.  Chute  (in  closing) :  In  answer  to  Dr.  Stem's  ques- 
tion as  to  how  it  is  possible  to  establish  a  diagnosis  of  renal 
suppuration  with  reasonable  certainty,  without  catheteriz- 


261 

ing  the  ureters,  I  would  say  that  I  behave  there  is  a  con- 
siderable number  of  renal  suppurations,  especially  of  the 
more  marked  ones,  in  which  this  is  possible  from  a  carefxil 
inspection  of  the  ureter  efflux  alone. 

In  a  certain  number  of  the  more  marked  renal  suppura- 
tions the  jet  of  urine  as  it  enters  the  bladder  can  be  seen  to 
be  so  distinctly  turbid  as  to  offer  very  conclusive  evidence 
that  there  is  a  suppuration  on  that  side.  To  have  this  show 
satisfactorily,  not  only  must  the  tirine  be  quite  turbid  but 
the  kidney  must  be  secreting  actively. 

In  some  instances  of  a  dilated  tireteric  orifice  with  a  less 
active  kidney  one  sees,  instead  of  a  turbid  jet,  Uttle  particles 
come  floating  out  of  the  lureter  from  time  to  time.  Here 
the  abnormal  condition  of  the  ureteric  orifice  is  very  sug- 
gestive, and  while  the  turbidity  of  the  virine  itself  is  less 
easily  seen,  yet  with  a  good  view  the  little  floating  particles 
may  usually  be  seen  if  one  watches  attentively. 

In  a  smaller  number  of  cases  one  sees  a  ureter  that  is 
extruding  wormUke  or  tape-like  motilds  of  pus.  These 
moulds  can  be  recognized  at  a  glance,  and  mean  not  only  a 
suppurating  kidney,  but  one  in  which  the  suppuration  has 
destroyed  the  organ  to  such  an  extent  that  it  is  \mable  to 
secrete  enough  water  to  liquify  the  pus. 

Renal  suppvu-ations  of  the  above  mentioned  types  may, 
I  beUeve,  under  favorable  conditions,  be  definitely  recognized 
by  inspection  alone.  It  is  in  my  opinion  only  absolutely 
necessary  to  resort  to  ureter  catheterization  to  recognize  the 
less  marked  renal  suppurations. 

We  may  tell  something  of  the  nature  of  a  given  renal 
suppuration  from  the  secondary  changes  it  has  brought 
about  in  the  bladder,  if  there  are  any  bladder  changes.  The 
most  we  may  hope,  however,  from  this  inspection  is  to  tell 
the  tuberculous  from  the  non-tuberculous  suppurations. 
With  the  exception  of  a  few  staphylococcus  infections  the 
whole  class  of  non-tuberculous  suppurations  presents  nothing 
to  distinguish  one  from  another.  In  a  considerable  propor- 
tion of  cases  one  cannot  teU  definitely  whether  a  given  sup- 
puration is  tuberculous  or  non-tuberculous.  If,  however, 
one  sees  the  bladder  studded  with  sub-mucous  tubercles,  one 
is  justified  in  considering  the  condition  tuberculous.  If  the 
tubercles  are  Umited  to  the  region  about  one  ureter,  one  is 
safe  in  concluding  that  the  tuberculosis  is  probably  one- 
sided. In  certain  cases  one  can  tell  something  by  an  ulcer- 
ated condition;  a  localized  ulcer  about  one  ureter  is  highly 
suggestive  of  tuberculosis,  as  is  a  bladder  showing  a  large 
number  of  small  idcers. 
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When  there  is  a  marked  secondary  infection  I  do  not 
believe  it  is  possible  to  say  from  the  bladder  appearance 
alone,  whether  a  given  process  is  tuberculous  or  non-tuber- 
culous; a  hyper-sensitive  bladder  is,  however,  always  very 
suggestive  of  tuberculosis. 

I  would  siun  it  up  by  saying  some  renal  suppurations 
may  be  definitely  recognized  as  tubercxilous  from  the  bladder 
appearance  alone;  others  nearly  as  definitely  put  down  as 
non- tuberculous;  between  these  there  is  a  large  number  of 
cases  in  which  one  cannot  tell  from  the  bladder  appearance 
whether  the  process  is  tuberculous  or  non-tuberculous, 

DR.  EISENDRATH  (in  closing) :  I  regret  that  I  was  not 
to  speak  before  Dr.  Chute,  because  I  would  like  to  ask  him 
some  questions  in  regard  to  the  cases  which  he  has  so  well 
tabulated.  That  is,  in  regard  to  the  presence  or  absence  of 
fever  unaccompanied  by  any  local  urinary  or  renal  symptoms. 
He  found  in  eleven  out  of  his  forty  cases  that  there  was  a 
tumor,  and  in  only  fifteen  out  of  the  forty  was  there  tender- 
ness. Now,  that  experience  is  quite  similar  to  my  own. 
I  have  seen  during  the  past  few  years  a  number  of  cases  of 
acute  and  chronic  pyelo-nephritis,  in  children,  especially,  below 
the  age  of  five,  and  also  in  pregnant  women,  where  I  was 
absolutely  in  doubt  as  to  the  source  of  the  fever.  The  chief 
symptoms  in  these  cases  were  severe  chills,  lasting  some- 
times five  or  ten  minutes,  followed  by  temperatures  of 
105  or  106  ,  and  with  absolutely  no  symptoms  in  the  form 
of  tenderness,  the  presence  of  a  tumor,  or  anything  else 
pointing  to  an  infection  of  the  kidney.  These  are  cases 
that  I  do  not  think  the  general  surgical  profession  nor  the 
urologists  have  paid  sufficient  attention  to.  At  the  same 
time,  the  tirinarj''  findings  in  these  cases  were  just  about  as 
sparse, — nothing  but  perhaps  a  few  pus  corpuscles  and  a  trace 
of  albumin,  as  mentioned  by  Dr.  Chute. 

As  to  my  own  case,  the  only  reason  why  I  presented  it 
was  not  on  account  of  the  fact  of  diagnosis,  but  simply  as 
to  the  question  of  operability.  If  we  had  operated  on  this 
right  kidney,  possibly  finding  a  pyelo-nephritic  kidney,  in  a 
man  who  had  acute  symptoms,  without  giving  us  the  oppor- 
tunity to  make  functional  capacity  tests,  we  might  in  all 
probability  have  extirpated  it,  or  simply  have  removed  the 
upper  calculus.  It  would  not  have  reUeved  the  condition, 
owing  to  the  second  lower  calculus.  The  man  would  have 
died  from  vu"emia,  due  to  the  fact  that  we  did  not  have  a 
correct  measiire  of  the  functional  capacity  of  the  opposite 
kidney. 
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Dr.  Lewis  (in  closing) :  I  do  not  like  to  let  the  oppor- 
tunity pass  without  expressing  my  high  estimation  of  the 
contributions  of  Drs.  Barringer,  Gallant,  Chute  and  Eisend- 
rath.  I  think  they  have  contributed  material  meat.  I 
am  thoroughly  in  accord  with  the  conservative  position  of 
Dr.  Gallant.  I  do  not  believe  every  ureter  ought  to  be 
taken  out.  When  you  remove  the  kidney  the  bladder  gets 
well.  Why  should  not  the  ureter?  It  does.  I  have 
cases  to  show  it. 

The  material  evidences  of  these  kidney  troubles  are  the 
ones  we  want  to  get  at.  Dr.  Chute's  analysis  brings  me 
again  to  the  conclusion  that  all  of  the  symptomatology, 
beautiftdly  arranged  and  delivered  by  him,  is  not  worth  a 
flip  compared  with  the  material  evidences  of  a  physical 
examination.  I  do  not  believe  we  can  diagnose  these  con- 
ditions without  ureteral  catheterization  and  the  testimony 
of  the  microscopic  examination  of  the  urine  obtained  from 
the  two  kidneys — not  from  the  appearance  of  the  urine  as  it 
comes  from  the  ureter.  I  should  like  to  take  exception  to 
the  statement  by  Dr.  Eisendrath  that  catheterization  in  his 
case  wotild  not  have  done  any  good  because  he  would  not 
have  put  the  catheter  up  there.  Neither  one  of  these  things 
ought  to  be  done  to  the  exclusion  of  the  other.  We  should 
use  the  ureter  catheter  plus  the  X-ray  in  the  demonstration 
of  these  cases. 

I  thank  you,  gentlemen,  very  much  for  the  interest  taken 
in  my  resume,  and  I  want  to  mention  just  one  thing  which  I 
neglected  to  say  at  the  time.  It  was  my  universal  cysto- 
scope  which  I  showed  in  one  of  the  drawings.  I  have  re- 
ceived in  the  last  two  months  probably  half  a  dozen  letters 
from  gentlemen  around  the  country  saying  that  instrument 
makers  in  their  town  were  selling  and  had  for  sale  my  uni- 
versal cystoscope.  Further  investigation  developed  the  fact 
that  certain  makers  had  palmed  off  on  the  profession  instru- 
ments that  were  not  my  universal  cystoscope  at  all.  I  have 
received  abusive  notes,  in  a  good-natured  way,  making  the 
statement  that  "you  may  be  able  to  use  it,  but  I  cannot." 
I  have  written  back  and  asked  them  what  they  had  bought 
and  from  whom,  and  I  have  found  that  they  were  sold  a 
gold  brick.  It  was  not  mine  at  all.  I  caution  you,  gentle- 
men, simply  to  provide  against  this  thing  being  sold  when 
you  are  buying  an  instrument  that  you  do  not  want.  I 
have  not  gotten  a  single  dollar  out  of  any  cystoscope.  It  is 
nothing  to  me,  except  I  want  to  see  you  get  the  right  ones. 
I  have  made  use  of  them,  and  am  glad  to  help  you,  but  it 
makes  no  difference  to  me  whether  you  buy  mine  or  some- 


264 

body  else's;  but  I  do  not  want  to  be  abused  for  the  non- 
working  of  something  that  is  not  mine.  Kny-Scheirer 
Instrument  Company  of  New  York  are  the  only  ones  author- 
ized to  make  my  universal  cystoscope. 

FOREIGN  BODY  FROM  THE  URETHRA. 
By  Dr.  Francis  R.  Hagner  of  Washington,  D.  C. 
I  wish  to  show  this  rubber  band  which  was  obtained  from 
the  urethra  of  a  masturbator  who  came  to  the  dispensary  at 
the  Emergency  Hospital  in  Washington.  I  put  the  urethro- 
scope in  and  saw  the  band  and  removed  it  with  a  little  pair 
of  alligator  forceps.  He  told  me  he  had  put  all  sorts  of 
things  into  his  urethra,  but  never  a  rubber  band  before. 
He  had  used  a  penholder  to  push  the  rubber  band  in  with. 

PRESENTATION    OF    AN     INSTRUMENT    FOR    DILATION    OF 

THE   URETER  TO   FACILITATE   THE   PASSAGE   OF 

CALCULI. 

By  Dr.  Hugh  H.  Young  of  Baltimore. 

I  want  to  show  an  instrument.     I  had  a  case  of  impacted 

calculus  in  the  lower  end  of  the  ureter  which  was  too  small 

to  cut  out,  and  a  little  too  high  up  to  get  at  through  the  bladder. 

I  tried  dilatation  with  the  ordinary  catheters,  but  the  stone 

would  not  pass.     I  then  had  this  little  ureteral  dilator  made, 

and  passed  it  on  him  twice,  the  last  time  the  day  before  I 

left.     It  works  like  a   KoUmann  dilator,  but  has  only  one 

dilating  blade.     By  turning  the  screw,  it  is  made  to  dilate. 

By  using  Dr.    Kolischer's  operating  direct  cystoscope  it  is 

very  easy  to  introduce  it  into  the  ureter.     I  show  it  simply 

for  what  it  is  worth. 


REPORT  OF  TWO  CASES  OF  RENAL  CALCULI. 


FRANCIS  R.  HAGNER, 
WASHINGTON,  D.  C. 


H.  W.,  aged  40.  First  visit  Dec.  16,  1907.  Patient 
complained  of  a  slight  pain  in  the  right  side  and  back 
and  of  the  passage  of  bloody  urine.  Family  history 
negative  except  for  some  kidney  disease  in  brother, 
for  which  he  was  treated  and  cured.  Previous  his- 
tory: When  a  boy  he  had  pneumonia.  For  many 
years  he  has  suffered  from  time  to  time  with  rheu- 
matism, but  has  never  been  confined  to  bed.  He  has 
had  ulcers  over  both  legs,  ankles,  elbows,  left  wrist 
and  right  shoulder.  Patient  denies  all  venereal  his- 
tory. 

About  seven  years  ago  he  first  noticed  the  inter- 
mittent appearance  of  blood  in  his  urine.  He  was 
treated  by  several  physicians,  but  the  blood  would 
always  return.  About  the  middle  of  December,  1907, 
Dr.  Roy  saw  the  patient,  being  called  to  treat  him  for 
grippe.  In  examining  the  patient  Dr.  Roy  found  a 
greatly  enlarged  kidney  and  referred  the  patient  to 
me.  In  obtaining  a  history  of  his  present  condition 
it  was  noted  that  there  was  no  frequency  of  urination 
during  the  day,  the  patient  passing  his  urine  about 
three  times  during  the  waking  hours;  he  has  always 
had  to  urinate  once  or  twice  during  the  night,  passing 
a  good  quantity  each  time.  He  has  only  had  slight 
pain  in  the  right  side  and  back,  and  has  never  had  any 
typical  attacks  of  renal  coHc — although  in  an  attack 
of  bleeding  two  years  ago  there  was  some  pain,  prob- 
ably occasioned  by  the  passage  of  clots. 

During  the  seven  years  of  intermittingly  bloody 
urine  the  patient  would  complain  of  nausea  and  diz- 
ziness when  the  blood  was  present  in  the  urine.     The 
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blood  would  always  be  intimately  mixed  with  the 
urine  and  never  more  noticeable  at  the  commencement 
or  end  of  urination.  There  has  been  no  loss  of  weight 
and  he  has  had  no  sweats. 

On  physical  examination  1  found  the  patient  rather 
thin,  not  very  aenemic — the  scars  before  referred  to  were 
noted.  The  right  kidney  was  easily  palpable,  en- 
larged and  movable,  its  surface  somewhat  nodular. 
Some  pain  was  elicited  on  palpation,  but  there  was  no 
marked  tenderness.  On  December  18th  the  patient 
was  cystoscoped  and  his  ureters  catheterized.  The 
bladder  mucosa  showed  sHght  evidence  of  inflamma- 
tion, small  particles  of  muco-pus  adhered  to  the 
mucosa  in  the  base;  the  right  ureteral  orifice  was 
enlarged  and  slightly  everted,  as  if  some  ureteral 
inflammatory  condition  were  present.  The  left 
ureteral  orifice  appeared  normal.^  An  X-ray  was 
taken  by  Dr.  Merrill  on  December  20;  this  showed 
either  one  very  large  stone  or  three  separate  stones 
taking  up  the  whole  of  the  kidney  substance.^  The 
operation  was  performed  on  the  twenty-first  tmder 
anesthesia.  An  eight-inch  incision,  a  finger's  breadth 
below  the  twelfth  rib,  was  made  and  the  kidney  delivered 
without  wounding  the  peritoneum.  Three  very 
large  stones  could  be  felt  that  had  apparently  replaced 
nearly  all  the  kidney  substance  except  a  portion  about 
midway  between  the  poles  near  the  pelvis.  Knowing 
the  other  kidney  to  be  normal  it  was  thought  best  to 
remove  the  organ  and  not  leave  a  large  dilated  shell 
that  would  possibly  become  infected  or  serve  for  new 
stone  formation.  The  wound  was  closed  by  through 
and  through  silver-wire  sutures  and  a  drainage  tube 
inserted  at  its  lower  angle.  The  patient  has  made  an 
uninterrupted  recovery,  having  no  bad  symptom 
except  some  pain  during  the  first  12  hours,  probably 
caused  by  the  tube  pressing  against  the  parietal  peri- 
toneum.    During  the  first  24  hours  the  patient  ex- 

1.  See  Urinalyses. 

2.  See  Plate  I. 
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creted  about  twenty  ounces  of  clear  urine  and  during 
the  next  24  hours  48  ounces.  He  has,  as  stated,  made 
an  uninterrupted  recovery.  The  urine  five  days 
after  operation  was  normal,  the  analysis  being  as 
follows:  clear,  acid,  sp.  gr.  1020,  urea  1.8  per  cent, 
no  albumen,  no  sugar,  no  casts  and  only  a  few  leu- 
cocytes, 

Mr.  S.  B.  F., twenty-seven  years  of  age.  Was  first 
seen  by  me  two  years  ago .  Family  history  is  negative . 
Past  history :  He  was  said  to  have  had  typhoid  at  the 
age  of  three  or  four,  otherwise  negative.  Venereal  his- 
tory is  negative.  About  one  month  before  he  came  to 
me  he  began  to  have  pain  in  the  right  lumbar  region 
and  passage  of  blood  in  the  urine.  He  has  never  had 
any  attacks  simulating  renal  coHc  and  no  passage  of 
small  stone  or  gravel  in  the  urine.  On  physical 
examination  no  renal  enlargement  could  be  made  out, 
although  slight  pain  could  be  ehcited.  A  renal  stone 
was  suspected,  so  the  patient  was  cystoscoped  and 
his  ureters  catheterized.  From  the  right  side  the 
urine  was  bloody,  containing  pus  and  a  considerable 
number  of  epitheHal  cells.  The  left  was  normal  ex- 
cept for  the  appearance  of  a  few  leucocytes  and 
epitheHal  cells.  An  X-ray  taken  by  Dr.  Merrill 
showed  a  calculus  in  the  right  kidney  about  1  by  2 
cm.-^  An  operation  was  advised,  but  as  the  hem- 
orrhage disappeared  shortly  the  patient  refused  to  be 
operated  upon. 

For  two  years  there  was  practically  no  pain  in  the 
kidney  and  no  macroscopical  appearance  of  blood  in 
the  urine.  On  January  12,  '08,  the  patient  began 
to  have  the  pain  over  the  right  kidney,  so  he  imme- 
diately suspected  a  recurrence  of  his  old  trouble. 
On  January  14  patient  had  a  very  severe  attack  of 
pain  in  the  kidney  and  along  the  course  of  the  ureter. 
On  night  of  fourteenth  he  was  hardly  able   to  void 

1.  See  Plate  II. 
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any  urine,  bloody  urine  passing  drop  by  drop.  With 
the  occurrence  of  this  inabiUty  to  urinate  the  patient 
complained  of  very  severe  perineal  pain,  the  pain  in 
the  region  of  the  kidney  and  ureter  having  disappeared. 
The  patient  was  catheterized  and  two  quarts  of 
bloody  urine  obtained — his  urine  continued  bloody 
until  the  twentieth,  when  he  came  to  my  office.  By  this 
time  the  pain  in  the  bladder  had  disappeared. 

On  examination  the  kidney  was  not  palpable,  and 
rectal  examination  eHcited  no  pain.  From  the 
symptoms  it  was  thought  the  patient  had  passed  the 
stone  from  the  kidney  into  the  bladder.  On  January 
22  he  was  cystoscoped  at  Garfield  Hospital;  an  exam- 
ination of  the  bladder  revealed  what  appeared  to  be 
an  oxalate  stone  about  the  size  of  one's  thumbnail 
lying  in  the  base  of  the  bladder.  The  bladder  capac- 
ity was  normal.  The  mucous  membrane  was  con- 
gested and  there  was  slight  bleeding  from  the  margins 
of  the  urethral  orifice.  On  ureteral  catheterization 
the  first  specimen  taken  from  the  affected  side  was 
taken  just  inside  of  the  ureteral  opening,  this  being 
done  to  prevent  traumatism  from  ureteral  catheter- 
ization. Examination  of  the  urine  was  as  follows: 
The  ureteral  catheter  was  passed  but  a  short 
way  into  the  left  ureter  and  the  urine  collected. 
The  ureteral  catheters  were  then  passed  up  to 
the  pelvis  of  the  kidney  and  on  the  right  side  the 
urine  flowed  slightly  tinged  with  blood,  while  from 
the  left  it  appeared  clear.  On  the  right  side  the 
catheter  was  manipulated  backward  and  forward  and 
a  profuse  discharge  of  bloody  urine  was  noted.  Sim- 
ilar manipulation  on  the  other  side  caused  no  change 
in  the  urine. ^  This  was  taken  to  mean  the  existence 
of  another  stone  in  the  right  kidney  or  an  unhealed 
wound  left  by  the  stone  which  had  passed  into  the 
bladder.  On  comparison  it  was  noticed  that  the  size 
of    the    stone    seen    by     cystoscopic     examination 

1.  See  Chart  for  Examination  of  Catheterized  Urine. 
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was  practically  identical  with  the  shadow  re- 
vealed in  the  X-ray  of  two  years  ago.  Another 
X-ray  was  taken  by  Dr.  Merrill  and  an  irregular 
shaped  stone  2J^  by  3%   cm.  was  seen.^ 

On  January  24th  patient  was  operated  upon  under 
ether.  An  incision  a  finger's  breadth  below  the  ribs 
was  made  and  the  kidney  exposed.  The  stone  could 
be  easily  palpated  before  the  organ  was  opened.  An 
incision  was  made  through  the  cortical  portion,  down 
to  the  pelvis.  The  upper  pole  of  the  stone  was  quite 
adherent  to  the  cortical  portion  of  the  kidney  and  a 
facet  was  noted  where  the  stone  that  had  passed  to 
the  bladder  had  formerly  articulated.     A  wax- tipped 


Figure  showing  Facet  where  the  Calculus  that  passed  into 
the  bladder  articulated. 

catheter  was  passed  down  the  ureter  into  the  bladder 
to  disprove  the  presence  of  a  ureteral  stone.  No 
scratches  were  noted  upon  the  wax.  After  irrigating, 
the  kidney  was  closed  by  through  and  through  20-day 
catgut.  The  wound  appeared  perfectly  dry.  After 
the  kidney  wound  was  closed  the  patient  was  turned 
on  his  back  and  the  bladder  stone  was  crushed,  the 
fragments  being  washed  out  by  Bigelow's  evacuator. 

The  urine  was  very  bloody  for  the  first  24  hours, 
after  which  time  it  gradually  cleared,  until  at  the  end 
of  48  hours  there  was  comparatively  little  blood  in 
the  urine.     Except  for  the  first  24  hours,  when  he  was 

1.  See  Plate  III. 
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very  nervous  and  suffered  from  pain  due  to  slight 
distention  of  intestines,  he  has  made  an  uninterrupted 
recovery.  This  case  is  interesting  to  me  and  dem- 
onstrates very  well  the  importance  of  pre-operative 
examination  of  these  cases,  as,  knowing  the  patient 
had  a  kidney  stone,  it  might  have  been  very  easy  to 
overlook  the  stone  in  the  bladder,  or,  even  after  find- 
ing the  stone  in  the  bladder,  to  have  overlooked  that 
in  the  kidney.  The  specimen  is  probably  a  mixed 
stone ;  no  examination  has  as  yet  been  made. 


Plate   I. 

Showing  Calculus  in  Left  Kidney  before  Operation. 


Fig.    1. 

Showing  the  Kidney  incised  after  removal,  the  Calculi  in  place.      (Half  actual  size.) 
Weight  of  Kidney  and  Calculi,  610  grams. 


Fig.   2. 

Showing  the  Calculi  removed  from  the  Kidney.     (Half  actual  size.) 

"A"  weighs  20  grams,  "B"  weighs  102  grams,  "C"  weighs  88  grams,  "D"  weighs  4  grams. 

Total  weight,  214  grams. 


Plate  II. 

Showing  Calculus  two  years  before  operation. 


1 


Plate  III. 
Showing  Calculus  at  time  of  operation. 
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surgical  diseases  of  these 
organs:  its  value  in  estimat- 
ing the  fimctional  capacity 
and  pathological  changes  of 
the  kidneys,  225;  on  urea 
excreted  by  each  kidney,  259 

Block,  J.,  discussion  on  new 
growths  of  the  urethra,  60; 
on  restoration  of  the  urethra 
after  destruction,  61;  on  car- 
cinoma of  the  prostate,  156 

Boehm,  J.  L.,  discussion  on  silver 
salts,  196;  on  renal  retention, 
196 

Boogher,  J.  Leland,  discussion  on 
suprapubic  operation  for 
stone.  99 

Bremerman,  Lewis  W.,  report  of 
some  interesting  and  obscure 
irrological  cases,  110 

Bremerman,  Lewis  W.,  discus- 
sion on  urea  excreted  by  each 
kidney;  on  restoration  of  the 
uretl  ra  after  destruction;  on 
the  development  of  the  cysto- 
scope,  256 

Cabot,  Hugh,  restoration  of  the 
perineal  portion  of  the  urethra 
after  destruction  by  fractiu-e 
of  the  pelvis,  53 

Cabot,  Hugh,  discussion  on  resto- 
ration of  the  urethra  after 
destruction,  70;  on  litho- 
lapaxy  as  an  office  operation, 
99;  on  prostatectomy,  169 

Calculi,  multiple  ureteral,  205 

Carcinoma,  cylindric-cell ;  extir- 
pation of  the  prostate  gland 
and  seminal  vesicles  for,  153 


Catheter  and  ointment  depositor, 
exhibition  of,  73 

Chute,  Arthur  L.,  an  analysis  of 
the  symptoms  in  forty  cases 
of  suppuration  of  the  kidney 
or  kidney  pelvis,  199 

Chute,  Arthur  L.,  discussion  on 
suppixration  of  the  kidnev, 
260 

Comparison  of  the  total  urea 
excreted  by  each  kidney  in 
surgical  diseases  of  these 
organs;  its  value  in  estimat- 
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and  pathological  changes  of 
the  kidneys,  225;  review  of 
seventy-eight  cases,  248 

Confessions  of  a  yeoman  prosta- 
tectomist,  142 

Cor  bus,  B.  C,  demonstration  of 
the  living  spirochaeta  pallida, 
75 

Cumston,  Charles  Greene,  the 
symptomatology,  diagnosis 
and  treatment  of  some  simple 
chronic,  and  tuberculous  pro- 
statitis, 122 
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pation of  the  prostate  gland 
and  seminal  vesicles  for,  153 

Cystoscopes,  progress  in  the  de- 
velopment of  modem,  215 

Demonstration  of  the  living 
spirochaeta  pallida,  75 

Demonstration  of  an  ointment 
depositor  for  the  urethra,  49 

Demonstration  of  a  urethral  oint- 
ment applicator  and  irrigator, 
51 

Dilations,  urethral,  with  pliable 
instruments,  27 

Dilators,  sounds  versus,  37 

Discussion  on  new  growths  of  the 
urethra,  59;  on  restoration  of 
the  perineal  portion  of  the 
urethra  after  destruction  by 
fractiire  of  the  pelvis,  61;  on 
sounds  versus  dilators,  63; 
on  urethral  dilations  with 
pliable  instiniments,  65;  on 
use  of  urethral  ointments,  68 ; 
as  to  retaining  a  catheter 
after  operation.  72;  on  litho- 
lapaxy  as  an  office  operation, 
95;  on  suprapubic  operation 
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closxire    of    wound,    95;    on    [ 
carcinoma    of    the    prostate 
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on  silver  salts,   193;  on  pye- 
lolithotomy    versus    nephro- 
lithotomy,  193;    on  renal  re- 
tention, 195;  on  nephrolithia- 
sis,  197;   on  pyelotomy,   197; 
on  results  from  X-ray  plates, 
197;  on  urea  excreted  by  each 
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of  the  kidney,  253 ;  on  ureteral 
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Drainage  tube,  perineal,  45 
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on  sounds  versus  dilators,  63 ; 
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Eisendrath,  Daniel  M.,  discus- 
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Exhibition  of  new  instruments, 
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and  catheter,  73 

Extirpation  of  the  prostate  gland 
and  seminal  vesicles  for  cylin- 
dric-cell  carcinoma,  153 
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growths  of  the  iirethra,  63; 
on  litholapaxy  as  an  office 
operation,  102 

Fractvu-e  of  the  pelvis,  53 

Gallant,  A.  Ernest,  vagino-ure- 
terostomy  after  nephrectomy, 
211;  discussion,  259 

Garceau,  Edgar,  discussion  on 
suprapubic  operation  for 
stone,  97,  102;  on  vagino- 
ureterostomy  after  nephrec- 
tomy, 254 

Growths,  new,  of  the  urethra,  13 

Hagner,  Francis  R.,  report  of 
two  cases  of  renal  calculi, 
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Hagfner,  Francis  R.,  discussion  on 
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after  destruction,  65;  on  re- 
sults from  X-ray  plates,  197; 
on  suppuration  of  the  kidney, 
253;  on  carcinoma  of  the 
prostate,  167;  on  operations 
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from  the  urethra,  264 

Herzog,  Maximilian,  and  Eisen- 
drath, Daniel  N.,  multiple 
tireteral  calculi,  205 

Indications  for  pyelolithotomy 
versus  nephrolithotomy  based 
upon  reliable  X-ray  plates, 
179 

Irrigating  and  instilling  sound, 
45 

Jacobson,  Henry,  demonstration 
of  a  urethral  ointment  appli- 
cator and  irrigator,  51 

Jacobson,  Henr>',  discussion  on 
restoration  of  the  urethra 
after  destruction,  68;  on 
soimds  versus  dilators,  69; 
chronic  prostatitis,  169 

Jacobson,  Julius  H.,  discussion 
on  pyelolithotomy  versus 
nephrolithotomy,  193;  on 
ureteral  calculi,  254 

Keefe,  John  W.,  suprapubic 
operation  for  stone  with 
immediate  closure  of  wound, 
85 

Keefe,  John  W.,  discussion  on 
litholapaxy  as  an  office  opera- 
tion, 109 

Keyes,  Edward  L..  Jr.,  two  cases 
of  acute  renal  infection  from 
urethral  retention,  174 

Keyes,  Edward  L.,  Jr.,  discus- 
sion on  carcinoma  of  the 
prostate,  165;  on  prostatec- 
tomy, 167;  on  pyelotomy, 
197;  on  urea  excreted  by  each 
kidney,  253 

Kolischef,  Gustave,  discussion  on 
new  growths  of  the  urethra, 
65 ;  on  urethral  dilations  with 
pliable  instruments,  65;  on 
restoration  of  the  urethra 
after  destruction,  66;  on 
suprapubic  operation  for 
stone,  105;  on  litholapaxy, 
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Krotoszyner,  M.,  indications  for 
pyelolithotomy  versus  nephro- 
lithotomy based  upon  reliable 
X-ray  plates,  179 

Krotosz>'ner,  Martin,  discussion 
on  litholapaxy  as  an  office 
operation,  98;  on  nephro- 
lithiasis, 197;  on  pvelotomy, 
197 


275 


Lauterman,  M.,  discussion  on 
ureteral  calculi,  258 

Lewis,  Bransford,  resume  of 
progress  in  the  development 
of  modem  cystoscopes,  215 

Lewis,  Bransford,  discussion  on 
new  growths  of  the  urethra, 
61;  on  suprapubic  operation 
for  stone,  97;  on  prostatec- 
tomy, 164;  on  suppuration  of 
the  kidney,  263 

Litholapaxy  as  an  office  opera- 
tion, 80 

Loux,  H.  R.,  extirpation  of  the 
prostate  gland  and  seminal 
vesicles  for  cylindric-cell  car- 
cinoma, 153 

Lower,  William  E.,  discussion  on 
restoration  of  the  urethra 
after  destruction,  66;  on 
suprapubic  operation  for 
stone,   107 

Lydston,  G.  Frank,  exhibition 
of  new  instruments — (a)  irri- 
gating and  instilling  sound; 
(6)  perineal  drainage  tube, 
45 

Lydston,  G.  Frank,  discussion  on 
restoration  of  the  itrethra 
after  destruction,  71;  as  to 
retaining  a  catheter  after 
operation,  72;  on  carcinoma 
oi  the  prostate,  157 

Mark,  Ernest  G.,  new  growths  of 
the  urethra,  13 

Mark,  Ernest  G.,  discussion  on 
new  growths  of  the  urethra, 
69 ;  on  litholapaxy  as  an  office 
operation,  102;  on  renal  re- 
tention, 195;  on  the  develop- 
ment of  modem  cvstoscopes, 
255 

Multiple  ureteral  calculi  compli- 
cated by  hypoplasia  of  one 
and  hypertrophy  of  the  other 
kidney,  septico  pyemia,  205 

New  instruments,  exhibition  of, 
45 

Ointment  depositor  for  the 
urethra,  demonstration  of, 
49;  applicator  and  irrigator, 
51;  depositor  and  catheter, 
73 

O'Neil,  R.  F.,  discussion  on  litho- 
lapaxy as  an  office  operation, 
95;  on  prostatectomy.  169 

Pathology  of  seminal  vesicles  and 
prostate  preceding  instrumen- 
tal epididymitis,  138 

Pelvis,  fracture  of,  53 

Perineal  drainage  tube,  45 

Prostatectomist,  confessions  of  a 
yeoman,  142 


Prostatitis,  simple  chronic  and 
tuberculous ;  symptomato- 
logv,  diagnosis  and  treat- 
.ment   of,  122 

Pyelolithotomy  versus  nephro- 
lithotomy, indications  for, 
based  upon  reliable  X-ray 
plates,  179 

Ravogli,  A.,  sovmds  wrsus  dila- 
tors, 37 

Renal  calculi,  report  of  two  cases, 
265;  renal  infection,  acute, 
from  urethral  retention,  174 

Report  of  some  interesting  and 
obscure  urological  cases,  110 

Report  of  two  cases  of  renal  cal- 
culi, 265 

Restoration  of  the  perineal  por- 
tion of  the  urethra  after 
destruction  by  fractiu-e  of  the 
pelvis,  53 

Restun^  of  progress  in  the  de- 
velopment of  modern  cysto- 
scopes, 215 

Robbins,  Frederick  W.,  demon- 
stration of  an  ointment  de- 
positor for  the  lu-ethra,  49 

Robbins,  Frederick  W.,  discus- 
sion on  silver  salts,  193;  on 
operations  for  stone,  193 

Septico  pyemia,  205 

Silver  salts:  their  advantages  and 
limitations;  description  of  a 
new  salt,  187 

Smith,  O.  C.  discussion  on  resto- 
ration of  the  irrethra  after 
destruction,  65 

Sound,  irrigating  and  instilling, 
45 

Sounds  versus  dilators,  37 

Spirochaeta  pallida,  demonstra- 
tion of  the  living,  75 

Stem,  Charles  S.,  discussion  on 
suppuration  of  the  kidnev, 
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Stone,  suprapubic  operation  for, 
with  immediate  closure  of 
wotind,  85 

Stokes,  A.  C,  discussion  on 
suprapubic  operation  for 
stone,  95 

Suprapubic  operation  for  stone 
with  immediate  closure  of 
wound.  85 

Swinburne,  George  Knowles, 
litholapaxy  as  an  office  opera- 
tion, 80 

Swinburne,  George  K.,  the  silver 
salts:  their  advantages  and 
limitations;  description  of  a 
new  salt,  187 
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Swinburne,  George  K.,  discussion 
on  new  growths  of  the  urethra, 
59;  on  sounds  versus  dilators, 
64;  on  litholapaxy  as  an  office 
operation,  107;'  on  results 
from  X-ray  plates,  198;  on 
silver  salts,'  198 

Symptomatology,  diagnosis  and 
treatment  of  some  simple 
chronic,  and  tuberculous 
prostatitis,  122 

Townsend,  Terry  M.,  and  Valen- 
tine, Ferd.  C.,  uretliral  dila- 
tions with  pliable  instru- 
ments, 27 

Townsend,  Terry  M.,  discussion 
on  urethral  dilations  with  pli- 
able instruments,  69 

Tube,  perineal  drainage,  45 

Two  cases  of  acute  renal  infec- 
tion from  urethral  retention, 
174 

Urea  excreted  by  each  kidney  in 
surgfical  diseases,  225;  review 
of  seventy-eight  cases,  248 

Urethra,  demonstration  of  an 
ointment  depositor  for  the,  49 

Urethra,  new  growths  of  the,  13 

Urethra,  restoration  of  the  peri- 
neal portion  of,  after  fracture 
of  the  pelvis,  53 


Urethral  dilations  with  pliable 
instrunjents,  27 

Urethral  ointment  applicator 
and  irrigator,  demonstration 
of,  51 

Urological  cases,  some  interesting 
and  obscure,  report  of,  110 

Vagino-ureterostomy  after  neph- 
rectomy, 211 

Valentine,  Ferd.  C,  and  Town- 
send,  Terry  M.,  urethral  dila- 
tions with  pliable  instru- 
ments, 27 

Walker,  H.  O.,  discussion  on 
litholapaxy  as  an  office  opera- 
tion, 101 

Young,  Hugh  H.,  exhibition  of 
an  ointment  depositor  and 
catheter,  73 

Young,  Hugh  H.,  discussion  on 
sounds  versus  dilators,  67; 
on  restoration  of  the  urethra 
after  destruction,  67;  on  use 
of  urethral  ointments,  68; 
on  litholapaxy  as  an  office 
operation,  104;  on  carcinoma 
of  the  prostate,  160,  172;  pre- 
sentation of  an  instrument 
for  dilation  of  the  ureter  to 
facilitate  the  passage  of  cal- 
culi, 264 
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